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About this manual

This Minnesota Department of Labor and Industry (DLI) Work Comp Campus external user manual is a resource
that guides users through common job functions in Work Comp Campus with “step-by-step” instructions and
visual aids. Additional training and resources are available at the DLI Work Comp Campus hub at
dli.mn.gov/business/workers-compensation/work-comp-campus-hub.

All names and data portrayed in these materials are fictitious and used only for demonstrative purposes. No
identification with actual persons or entities is intended or should be inferred.


https://www.dli.mn.gov/business/workers-compensation/work-comp-campus-hub

Workers’ Compensation Help Desk

Contacting the Workers’ Compensation Help Desk

Individuals can contact the Help Desk in the following ways:

1. by phone at 651-284-5005, option 3, or 800-342-5354, option 3; or
2. by email at helpdesk.dli@state.mn.us.

The team is available Monday through Friday, 8 a.m. to 4:30 p.m. If calling outside of office hours, leave a
voicemail message and a Help Desk staff member will respond within 24 hours.

Tips for contacting the Help Desk

When contacting the Help Desk, be as detailed as possible in your messages, both via voicemail and email. It is
also helpful to the Help Desk staff to have as much identifying information as possible regarding your inquiry.

If you have technical issues with Campus, such as receiving an error message while filing a claim, we encourage
you to do the following.

1. Take a screenshot of the error or issue.
2. Make a note of the date and time the problem occurred.
3. Send this information via email to the Help Desk at helpdesk.dli@state.mn.us.

Including the claim or dispute number on which the issue occurred is also important. This information will help
the Help Desk and the Campus technical team to assist and try to resolve the issue.


mailto:helpdesk.dli@state.mn.us
mailto:helpdesk.dli@state.mn.us

Getting started in Work Comp Campus

As a new user to Campus, you will need to register your account. If you are already registered, follow the steps
in the section titled Logging into Campus.

Registering in Campus

R

1. Go to the Campus website
at
https://campus.dli.mn.gov/ | | FYY) PEPARTMENT oF

Y LABOR AND INDUSTRY
user/login
2. Click Sign Up.

Sign In

Email *

Password *

Forgot password? 2

Please read our Terms and Conditions of Use
and Privacy Policy to get more information
about our system.

m DEPARTMENT OF
LABOR AND INDUSTRY

WORK COMP CAMPUS

3. On the Register for Work
Comp Campus page, under
the About Me section,
select the option that best
fits in the | am registering

Already have a CAMPUS account? Log In here

Register for Work Comp Campus
About Me

. le o

as a field.
Options available:
a. Attorney
b. Other Legal
Professional
¢. Qualified Rehab
Consultant (QRC)
d. Qualified Rehab
Consultant (QRC)
Intern
e. Injured Employee

f.  Employer

g. Health Care LTt widde ame Cast Name + s
Provider ox st

h. Insurance Carrier, -
Self-Insured

Employer, and/or


https://campus.dli.mn.gov/user/login
https://campus.dli.mn.gov/user/login

Claim

Administrator
i. None of these

apply to me

Enter personal information
for the user registering. All
fields with asterisks (*) are
required to be filled.

Complete fields marked
with the black asterisks in
the Contact Information
section.

In the My Account section,
enter a valid email address
and create a password that
matches the requirements.

Check the boxes to accept
the terms and conditions,
access requirements and
legal service.

Click the reCAPTCHA box.

Click Sign Up to register
your new Campus account.

A verification email
message will be sent to the
email address that was
used to sign up. You will
need to verify the email
address used to register

Tennessen Warning: Private or confidential data you provide during the account registration process will be used to authenticate your identity and
authority to create a Campus account 50 you can electronically view, file and receive communications about documents and data in the
Department of Labor & Industry's workers' compensation division files. The registration data may also be used for state investigations and
statistics. You may refuse to supply the data, but if you refuse, an aceount cannot be created and you will not be able to electronically view and file
docurments and data. The information you provide may also be released to others who have authority to review it, including other individuals
within the department, the Minnesota Attorney General's Office, other state agencies such as the departments of revenue and health, law
enforcement, courts, and the legislative auditor. More information on how the data collected in Campus is used, and who has access to it, is in the
Terms and Conditions of Use and Privacy Policy_

Contact Informa_tion

Phone Type * Phone Country Phone Number * Extension

- United States (+1) - Phone Numbe Extension
Address 1+
[ Outside US
pastal Code * City + County *
State Province * Country
- United States
My Account
Email Address * Confirm Email Address * Password Requirements
I I % Must be at least 8 characters
long
P S % Must include an uppercase
Password Confirm Password letter
- * Must include one number
* Must include one special
character

[J1 have read and accept the Terms and Conditions of Use and Privacy Policy

1 have read and accept the Access Requirements

[11 agree to accept legal service, including notifications and documents, electronically via CAMPUS

I'm not & robot

Cancel




and confirm your account
registration before you can
access Campus. Contact
the Help Desk for further
assistance if the email
message is not received.



Logging into Campus

Visual aids

1. Fillin the Email and Password

fields.
2. Click Login. MY CEE5R ANE INBusTry

WORK COMP CAMPUS

Sign In g

7
Email *

Password *

Forgot password?

Please read our Terms and Conditions of Use
and Privacy Policy to get more information
about our system.

3. Inthe Access Requirements

Access Requirements Acknowledgement

ACknOWIedgment pop_u p By using this system, you affirm that:
1 1 = You are accessing a restricted government information system,
window, click the yellow | e,

such monitoring ecording.
= Unauthorized use of the system is prohibited and may be subject to criminal and/or civil penalties

Agree button.

| Don'tAgree

A Notifications X Clear Al

4. The user dashboard (Campus My Overview
Respond to Scheduling Poll x

homepage) will then open.
3 0 0 eduling poll is
available for your

Open Claims Upcoming Events New Documents it et
days after initiation

Review documents in the

View details associated to your wiew and edit the details of your
claims in the My Queue portal events in the Events porta Notifications panel to ensure
accuracy.
Upcoming Evert on 3/16/2020 X
M n for Dispute DS-
76-108
My Queues _
Y My Events = |

[VVAMETTGEN My Disputes My Forms My Appeals
April 2020 <

0 include nactive

Su Mo Tu We Th Fr

Campus File Num... Employee Employer Claim Admin Date of Injury Status 2
€L-01-7956-960 Joey Jones Joey's Towing 3/1/2020 Default Status Plac..

s s 9 1
CL-01-7576-058 Stacy Uattest Senior Living 2/4/2020 In Progress

Note: Campus will time out after 30 minutes of inactivity. It is important you remember to click Save as Draft

for any forms you are working on, as a precaution.



Resetting password

Campus passwords expire every 90 days and can only be reset once every 24 hours.

e R,

1. From the Sign In page, click
on Forgot Password.

2. Inthe Email field, enter the
email address used when
registering in Campus.

3. Mark the reCAPTCHA box.

4. Click the Submit button. This
will turn yellow after the
information has been
entered.

*An email message with directions
about how to create a new password
will be sent to the email address
entered. If you do not receive the
email message or experience any
issues, contact the Help Desk.

% DEPARTMENT OF
£ LABOR AND INDUSTRY

WORK COMP CAMPUS

Sign In

Email *

Password %

1 Forgot password?

5] Login

Sign Up

Please read our Terms and Conditions of Use
and Privacy Policy to get more information
about our system

W

m, DEPARTMENT OF
! LABOR AND INDUSTRY

WORK COMP CAMPUS
Please enter the email associated with your account

Email *

I'm not a robot

10



Group administration

Group administration tasks, such as adding members to a group, changing permissions, editing relationships and
more, can only be performed by a group administrator within Campus.

There are several actions needed for a group administrator to grant permissions or create relationships for users
within Campus.

3. Theindividual must register in Campus, making themself a Campus user.
4. A group administrator of the group adds the user as a member of the group. Only members of groups can
access claims in Campus, with the exception of injured workers.
1. Agroup administrator can then assign specific permissions to any members within the group.
2. A group administrator can also link individual users within the group to share claim access with each
other, such as linking a paralegal to an attorney.

Viewing group information

Instructions ‘ Visual aids

1. Atthe top of the user
dashboard (homepage), click

My Overview

the drop-down arrow next to 2 Notifications (3

the user’s name. 1 0 0

2. Select My GI"OUpS. Open Claims Upcoming Events New Documents

3. The My Groups page lists the My Groups

groups you are associated Mountain Law Firm
. al LawFirm
with. Cc d
My Permissions Group Admins Date Joined
Each group you are associated b| croup somrisitor Soowe Parslega  ting13 smow@gmail com) P
Wlth S h OWS: Designated Contact for Information Requests from DLI Mountain Attorney ( ctesting719+mountain@gmail.com )
.

a) the number of members;
b) user permissions;

c) group administrators; and
d) the date joined.

11



e

1.

Viewing and editing entity details

An entity can be an individual user within Campus or a group, such as an employer, insurer, third-party

administrator, trading partner, law firm, rehabilitation providers or supplemental entities. Except for employees,

all entities can view entity details. To edit entity details, you must have the profile management designation.

Note: Any edits made to the entity name or address information will be submitted to DLI and require approval.
When the request is approved by DLI, the changes will be reflected in Campus.

At the top right of the user
dashboard (homepage),
click the drop-down arrow
to display the menu.

Select My Groups.

The My Groups page lists
the groups you are
associated with. Click on
the hyperlink for the entity
you wish to view or edit.

The Entity Details page
has the name of the entity
at the top and relevant
information about the
entity below.

m-»‘ DEPARTMENT OF T
LABOR AND INDUSTRY Submit a Filing |

Andy clark(~ |4

My Overview
A Notifications
1 0 0 No ntifications
Open Claims Upcoming Events New Documents
My Groups

Mountain Law Firm
Law Firm
2 Members
My Permissions Group Admins Date Joined
Group Administrator Snow Paralegal { ctesting719+snow@gmail.com 2/22/2024
Designated Contact for Information Requests from DLI Mountain Attorney ( ctesting719+mountain@gmail.com )

Mountain Law Firm
Law Firm: LF-01-6173-266

Law Firm Details
Law Firm Name e Law Firm Type
Mountain Law Firm Law Firm

Workers' Compensation Insurance Policy Information
Assaciated Employer
ER-01-6173-267: Mountain Law Firm

Law Firm Status

Status
Active

LULILHLE Contacts  Related Claims & Cases

98-4631719

+ Add Address

Address Type Address 1

No data found

Effective Range

Showing (0-0) of 0 > 2l

Items per page 50 -

12



From this page, the group Mountain Law Firm

Law Firm: LF-01-6173-266

name can be updated by —————
aw Firm bDetalls

clicking on the Edit button Lo i Narme 5 @ Lawe v e e
Mountain Law Firm o Law Firm 98-4631719

next to the group name.

Workers' Compensation Insurance Policy Information
Associated Employer
ER-01-6173-267: Mountain Law Firm

Law Firm Status
Status

Active

LUCLIGECELE Contacts | Related Claims & Cases

+ Add Address

Address Type Address 1 Effective Range
No data found
showing (0-0) of 0 > 2l Items per page 50 -

The Update Group Name
window will display. Under
the text field, edit the Update Group Name X
group name.

When complete, click the

Make any needed changes to the information below.

Law Firm Name
yellow Save button to

confirm the changes or Mountain Law Firm

click Cancel to exit without y |

any changes being made.

Sawve Cancel

To add an address for the
Mountain Law Firm

group, click on the yellow Law Firm: LF-01.6173.266
+Add Address button. o et
Mountain Law Firm 4 Edt Law Firm 98-4631719

Workers' Compensation Insurance Policy Information
Associated Employer
ER-01-6173-267: Mountain Law Firm

Law Firm Status
Status
Active

Contacts = Related Claims & Cases

‘:H + Add Address I

No data found

Showing (0-0) of 0 > >l Items per page 50 -

13



9. The Add Address window

will pop up. Click on the Add Address Q y
drop-down menu to select Adress Type ~N
Primary Address
the Address Type and fill
Address1*
in all required information Address 1
marked with an *. Adares 2
Note: If no primary address O outside US
P C * City * Cou
has been entered, the drop- S ol camy
down menu in the Address S oty
. . . - United S
Type field will not be available. N nited States l/

10. Click Save to submit the

new address request or W

Close to exit without

saving.

11. Once submitted, a
Confirmation window will
pop up. Click the yellow

Confirmation %

OK button to close the All submitted changes have been sent to DLI for review and will be updated upon approved.
window.

e

Note: The system will send a
notification to DLI staff

. s Mountain Law Firm
members for review; if Law Firm: LF-01-6173-266
approved, the address will be Law Firm Details
Law Firm Name . Law Firm Type Law Firm FEIN
visible on the Entity Deta“S Mountain Law Firm o et Law Firm 98-4631719
page, under the Addresses Workers' Compensation Insurance Policy Information
Associated Employer
tab ER-01-6173-267: Mountain Law Firm
Law Firm Status
Status
Active
e——
Contacts Related Claims & Cases
+ Add Address
> Primary Address 555 Main Blvd. Saint Paul 10/25/2024 - present
Showing (1-1) of 1 1 Items per page 50 v

14



Viewing member information

e

1. Atthe top right of the user R B
dashboard (homepage), click the ’
drop-down arrow to display the

Mountain Attorney v

@

Campus TEST Environment Edit Profile

My Overview _
2 My Groups
. I

Log Out

menu. UpcomingE..—..... x
8/27/2024
Administrative

Conference for Dispute

Open Claims Upcoming Events New Documents D5-02:6272:382
2. Select My Groups. P P g
View details associated to your View and edit the details of your Review documents in the
claims in the My Queue portal. events in the Events portal Notifications panel to ensure You have a new document X
accuracy.

A new Notice of Admin
Conference has been
filed on DS-02-6272-382

2 months sgo > -

3. The My Groups page lists the I DREER R s @D vourtain Atorney v

groups you are associated with. T

Dashboard > My Groups

Note: To view more detailed g
My Groups

information about this page, go to

Mountain Law Firm

. . . . Law Firm
the Viewing group information
Sect|0n Of thIS manual My Permissions Group Admins Date Joined
' Group Administrater Snow Paralegal ( ctesting719+snow@gmail.com ) 272272024
Designated Contact for Information Requests from DLI Mountain Atterney ( ctesting719+mountain@gmail.com )
4. Click on the kebab menu (three My Groups
vertical dots) in the upper right to Mountain Law Firm
. Law Firm
display the menu.
My Permissions Group Admins Date Joined
Group Administrator Snow Paralegal ( ctesting719+snow@gmail.com 2/22/2024 B
. . . age Case/Claim A
5_ CI|Ck on V|ew Group to view the Designated Contact for Information Requests from DLI Mountain Attorney ( ctestingZ19+mountain@gmail.com Hanage casmclam Aczass

Leave Group

list of current members of the

group.

6. The Entity Details page will open; Mountain Law Firm
click on the Contacts tab. e

Law Firm Details

Law Firm Name Law Firm Type Law Firm FEIN

2 Edit
Mountain Law Firm Law Firm 98-4631719

Workers' Compensation Insurance Policy Information
Associated Employer
ER-01-6173-267: Mountain Law Firm

Law Firm Status
Status
Active

UL ILEEEHE Contacts ) Related Claims & Cases
-

—+ Add Address

Address Type Address 1 Effective Range

No data found

Showing (0-0) of 0 > Items per page 50

15



7' Under the contaCts tabr CIiCk on Addresses JaLIETEN Related Claims & Cases

the Users tab to view all the users users N7

connected to this entity.

User Type Registration Number Phone Number Email Address

Mountain Attorney Attorney 8469719 (651) 555-5555 ctesting719+mountain@gmail.com

Snow Paralegal Paralegal (651) 555-5555 ctesting719+snow@gmail.com

Showing (1-2) of 2 1 Items per page 50 -

16




Accessing group administrator settings

e

1. Atthe top right of the user

dashboard (homepage), click the
drop-down arrow to display the
menu.

Select My Groups.

The My Groups page lists the
groups you are associated with.

Note: For instructions about how to
view the current members of the
group, go to the Viewing member
information section of this manual.

Click on the kebab menu (three
vertical dots) in the upper right to
display the menu.

From the drop-down menu,
select the Manage Group option.

Note: This option is only available to

group administrators.

6.

The Group Management page
displays all Active Members and
includes their:

a) name;

b) email address;

c) usertype;and

d) date joined.

Note: An Active Member is a user
who has registered in Campus and is
linked to the group entity. If the user
is not registered, see more detailed

@

m DEPARTMENT OF
LA| INDUSTRY

Campus TEST Environment

Mountain Attorney v

Submita Filing v |

Edit Profile

My Overview
2
A NotlFca =fear All
Log Out
Upcoming E.......... x
8/27/2024

23

New Documents

0

Upcoming Events

3

Open Claims

Administrative
Conference for Dispute
DS-02-6272-382

2 months ago
Review documents in the

Notifications panel to ensure
accuracy.

View and edit the details of your
events in the Events portal

View details associated to your
claims in the My Queue portal. You have a new document X
A new Notice of Admin
Conference has been

filed on DS-02-6272-382

2 months sgo > -

Mountain Attorney v

DEPARTMENT OF 7
m LABOR AND INDUSTRY ‘.?

Campus TEST Environment

Dashboard > My Groups

My Groups

(3]

Mountain Law Firm

Law Firm
2 Members
My Permissions Group Admins Date Joined
Group Administrator Snow Paralegal ( ctesting719+snow@gmail.com ) 22212024
Designated Contact for Information Requests from DLI Mountain Atterney ( ctestingZ19+mountain@gmail.com )
My Groups
Mountain Law Firm
Law Firm —
2 Members View Group
My Permissions Group Admins Date Joined
Manage Group
Snow Paralegal ( ctesting719+snow@gmail.com 2/22/2024

Group Administrator

Manage Case/Claim Access

Designated Contact for Information Requests from DLI Mountain Attorney ( ctesting719+mountain@gmail.com

Leave Group

Group Management + Add Member

Mountain Law Firm: LF-01-6173-266

-
Active Members | I8 ERIGNVERGGH

User Type Date Joined
2 Mountain Attorney ctesting719+mountain@gmail.com Attorney 212212024
2 Snow Paralegal ctesting719+snow@gmail.com Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page 50 -

& Mountain Attorney, Attorney 2" Edit Location W Remove Member

All Locations

Permissions /' Edi Relationships /' et

+ Group Administrator « Snow Paralegal, Paralegal
- Designated Contact for Information Requests from DLI

17



instructions in the Member not
registered section of this manual.

7. Asagroup administrator, you can
update the address information
associated with a member by
clicking on the Edit Location link.

More detailed instructions are
provided in the Editing member’s
location section of this manual.

8. Permissions are displayed for the
member. Click the Edit link to
update Permissions.

More detailed instructions are
provided in the Editing member
permissions section of this manual.

9. Relationships are displayed for
the member. Click the Edit link to
update Relationships.

More detailed instructions are
provided in the Editing member
relationships section of this manual.

Group Management
Mountain Law Firm: LF-01-6173-266

LAY LTl Open Invitations

+ Add Member

2 Mountain Attorney, Attorney

User Type Date Joined
2 Mountain Attorney ctesting719+mountain@gmail.com  Attorney 2/22/2024
2 Snow Paralegal ctesting719+snow@gmail.com Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page 50 -

i LocationD) <@
All Locations) <«

Permissions 2 edit Relationships

« Group Administrator
« Designated Contact for Information Requests from DLI

« Snow Paralegal, Paralegal

4_! #° Edit Location l B Remove Member

# edi

Group Management
Mountain Law Firm: LF-01-6173-266

PYa AV EG LTSl Open Invitations

+ Add Member

& Mountain Attorney, Attorney

All Locations

Permissions Relationships

+ Group Administrator
« Designated Contact for Information Requests from DLI

+ Snow Paralegal, Paralegal

User Type Date Joined
2 Mountain Attorney ctesting719+mountain@gmail.com  Attorney 2/22/2024
& Snow Paralegal ctesting719+snow@gmail.com Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page 50 -

2" Edit Location B Remove Member

/' edit

Group Management
Mountain Law Firm: LF-01-6173-266

PXa O LTIl Open Invitations

+ Add Member

& Mountain Attorney, Attorney

All Locations

User Type Date Joined
2 Mountain Attorney ctesting719+mountain@gmail.com  Attorney 2/22/2024
2 Snow Paralegal ctesting719+snow@gmail.com Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page S0 -

# Edit Location B Remove Member

Permissions 7 Relationships 9 m
» Group Administrator » Snow Paralegal, Paralegal =
« Designated Contact for Information Requests from DLI

18




10. If you need to delete a member
associated to this group, click the
Remove Member link.

Note: A user cannot leave a group if
they are the only member assigned
group administrator or service of
process designee permissions.
Another group administrator or
service of process designee must be
identified before removing this
member from the group.

More detailed instructions are
provided in the Removing a member
from group section of this manual.

Group Management
Mountain Law Firm: LF-01-6173-266

PYa AT TSl Open Invitations

+ Add Member

& Mountain Attorney, Attorney

All Locations

Permissions /' Edit Relationships

- Group Administrator - Snow Paralegal, Paralegal
- Designated Contact for Information Requests from DLI

# Edit

/" Edit Location

User Type Date Joined
2 Mountain Attorney ctesting719+mountain@gmail.com Attorney 212212024
2 Snow Paralegal ctesting719+snow@gmail.com Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page 50 -
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Adding members to a group

Member already registered in Campus

A group administrator has the ability to add and remove members from their group. If a member needs to make
updates to their individual user information, such as an email address, they must log in and make that update.

N S

1. From the Group Management
page, click on the yellow +Add
Member button at the top right
of the page.

2. Onthe Add Member page, enter
a valid email address in the Email
Address field for the new
member and enter it again in the
Confirm Email field.

Note: The email address must be the
same one the individual used to
register and activate their account in
Campus.

Note: If a person is already
registered in Campus, their name will
auto-populate after entering their
email address.

Group Management
Mountain Law Firm: LF-01-6173-266

PYa AT LTIl Open Invitations

1 + Add Member

& Mountain Attorney, Attorney

All Locations

Permissions

- Group Administrator

J edit

« Designated Contact for Information Requests from DLI

Relationships

- Snow Paralegal, Paralegal

#' Edit Location

P

User Type Date Joined
2 Mountain Attorney ctesting719+mountain@gmail.com  Attorney 2/22/2024
2 Snow Paralegal ctesting719+snow@gmail.com Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page 50 M

W Remove Member

Add Member

Enter the email address of the individual you wish to invite to this group.

Email Address *

Confirm Email *

First Name *

Last Name *

Address

Item Pool

Group Administrator

if applicable.

appeal relating to your group.

Claim Access Administrator

+ The Users in this Permission group will be able to administer users’ access to
Claims and Cases within the group

Service of Process Designee

+ Members with this permission are included in the list of serviceable
55 participants to be served anytime a filing is added to a claim, case, dispute, or

Profile Management Designee

+ The Users in this Permission group will have access to the Edit Profile link, and
have authority to Edit the profile of the Law Firm

+ Members with this permission can add and remove group members, change
1§ permissions to existing members, and change relationships among members

Designated Contact for Information Requests from DLI
+ Members with this permission are contacted when DLI sends a request to
their associated entity and receive a notification to respond to the request.

(Optional) Select a location for this Member. If no specific location applies, leave as All.

Selected Items

None selected.
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(Optional) Assign permissions. These will be applied for the individual when he/she joins the group. If none selected, default permissions will apply.




3. Optional: Inthe Address field,
select a location for the member.
If no specific location applies,
leave the field selection as All.

4. Assign the appropriate
permissions for this member by
clicking on the + symbol.

Permissions available are as follows.

a)

b)

Group Administrator —
members with this
permission can add and
remove group members,
change permissions to
existing members and change
relationships among
members if applicable.
Service of Process Designee
—members with this
permission are included in
the list of serviceable
participants to be served any
time a filing is added to a
claim, case, dispute or appeal
relating to your group.
Designated Contact for
Information Requests from
DLI — members with this
permission are contacted

Add Member

Enter the email address of the individual you wish to invite to this group.

Email Address * Confirm Email *

Email Address Confirm Emai

First Name * Last Name *

First Name Last Name

(Optional) Select a location for this Member. If no specific location applies, leave as All.

Address D
All -

(Optional) Assign permissions. These will be applied for the individual when he/she joins the group. If none selected, default permissions will apply.

Item Pool Selected Items

Group Administrator None selected.

+ Members with this permission can add and remove group members, change
permissions to existing members, and change relationships among members
if applicable.

Service of Process Designee

Members with this permission are included in the list of serviceable
participants to be served anytime a filing is added to a claim, case, dispute, or
appeal relating to your group.

Designated Contact for Information Requests from DLI

Mermbers with this permission are contacted when DLI sends a request to
their associated entity and receive a notification to respond to the request.

Profile Management Designee
The Users in this Permission group will have access to the Edit Profile link, and
have authority to Edit the profile of the Law Firm

Claim Access Administrator

The Users in this Permission group will be able to administer users' access to
Claims and Cases within the group

Cancel

Add Member

Enter the email address of the individual you wish to invite to this group.

Email Address * Confirm Email *

Email Address i B

First Name * Last Name *

First Name Last Name

(Optional) Select a location for this Member. If no specific location applies, leave as All.

Address

(Optional) Assign permissions. These will be applied for the individual when he/she joins the group. If none selected, default permissions will apply.

Item Pool Selected Items

_Group Administrator None selected.

Members with this permission can add and remove group members, change
permissions to existing members, and change relationships among members
if applicable.

Service of Process Designee

Members with this permission are included in the list of serviceable
participants to be served anytime a filing is added to 8 claim, case, dispute, or
appeal relating to your group.

Designated Contact for Information Requests from DLI
Members with this permission are contacted when DL! sends a request to
their associated entity and receive a notification to respond to the request.

Profile Management Designee

The Users in this Permission group will have access to the Edit Profile link, and
have authority to Edit the profile of the Law Firm

Claim Access Administrator

The Users in this Permission group will be able to administer users' access to
Claims and Cases within the group

Cancel

Note: Permissions do not have to be selected in this step. Member permissions can
be set up at any time, either when the individual is initially added to a group or at a
later time by the group administrator. More detailed instructions are provided in
the Editing member permissions section of this manual.
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when DLI sends a request to
their associated entity and
receive a notification to
respond to the request.

d) Profile Management
Designee — users in this
permission group have access
to the Edit Profile link and
have authority to edit the
profile of the group.

e) Claim Access Administrator —
users in this permission
group are able to administer
users’ access to claims and
cases within the group.

Any permissions that are selected

. . Add Member
will show in the Selected Items x

Enter the email address of the individual you wish to invite to this group.

COI umn' Email Address * Confirm Email *

Email Address Confirm Emal

First Name * Last Name *

First Name Last Name

(Optional) Select a location for this Member. If no specific location applies, leave as All.

Address

(Optional) Assign permissions. These will be applied for the individual when he/she joins the group. If none selected, default permissions will apply.

Item Pool Selected Items
Group Administrator Profile Management Designee
+ Members with this permission can add and remove group members, change . The Users in this Permission group will have access to the Edit Profile link, and
permissions to existing members, and change relationships among members if have authority to Edit the profile of the Law Firm
applicabie.

Service of Process Designee

+ Members with this permission are included in the list of serviceable participants
to be served anytime a filing is added to a claim, case, dispute, or appeal
relating to your group.

Designated Contact for Information Requests from DLI

+ Members with this permission are contacted when DLI sends a request to their
associated entity and receive a notification to respond to the request.

Claim Access Administrator

+ The Users in this Permission group will be able to administer users' access to
Claims and Cases within the group

Add Cancel

22



6. After permissions are selected,
click the yellow Add button to
save the information or click
Cancel to exit without any
changes.

Note: The individual who has been
added will receive an email message
to the address listed in Campus.

They will need to confirm their email
address to get access. After
confirmation, their name will appear
under the Active Members tab on
the Group Management page.

Add Member

Enter the email address of the individual you wish to invite to this group.

Email Address * Confirm Email *

Email A Confirm Email

First Name * Last Name *

Name Last Name

(Optional) Select a location for this Member. If ne specific location applies, leave as All.

Address

All -

(Optional) Assign permissions. These will be applied for the individual when he/she joins the group. If none selected, default permissions will apply.
Item Pool Selected Items

Group Administrator Profile Management Designee

+ Members with this permission can add and remove group members, change The Users i this Permission group will have aceess to the Edit Profile link, and
permissions to existing members, and change relationships among members if have authority to Edit the profile of the Law Firm
applicable.

Service of Process Designee

+ Mermbers with this permission are included in the list of serviceable participants
to be served anytime & filing is added to a claim, case. dispute, or appeal
relating to your group.

Designated Contact for Information Requests from DLI

+ Members with this permission are contacted when DLI sends & request to their
associated entity and receive a notification to respond to the request

Claim Access Administrator

+ The Users in this Permission group will be able to administer users' access to
Claims and Cases within the group

Cancel
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Member not registered in Campus

Member permissions can be set up at any time, either initially when the member is added to a group or later by

the group administrator.

1. From the Group Management
page, select the user whose
account you are changing by
clicking the box next to the user’s

name in the Active Members tab.

2. When selected, more detailed
information will display at the
bottom of the page.

3. To edit their permissions, click on
the Edit button in the
Permissions box.

Visual aids

Group Management

Mountain Law Firm: LF-01-6173-266

| Active Members |

Open Invitations

+ Add Member

User Type

Mountain Attorney ctesting719+mountain@gmail.com  Attorney

Snow Paralegal ctesting719+snow@gmail.com

Paralegal

2/22/2024

41212024

Date Joined

Showing (1-2) of 2 1

2 Mountain Attorney, Attorney

All Locations

Permissions 2 edit Relationships 7 editc

« Group Administrator

« Snow Paralegal, Paralegal
+ Designated Contact for Information Requests from DLI

Items per page 50

# Edit Location

W Remove Member

Group Management
Mountain Law Firm: LF-01-6173-266

Active Members [OlsEhRRWIETlel

=+ Add Member

User Type Date Joined
Oo& Mountain Attorney ctesting719+mountain@g... Attorney 212212024
[ 2 Snow Paralegal ctesting719+snow@gmail.... Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page 50 -
y
& Snow Paralegal, Paralegal /' Edit Location W Remove Member
Al Locations
Permissions /' Edit Relationships /it
» Service of Process Designee « Mountain Attorney, Attorney
« Group Administrator
* Designated Contact for Information Requests from DLI
« Profile Management Designee
e Claim Access Administrator

Group Management
Mountain Law Firm: LF-01-6173-266

PRV LTSl Open Invitations

+ Add Member

Service of Process Designee
Group Administrator
Designated Contact for Information Requests from DLI
Profile Management Designee

Claim Access Administrator

« Mountain Attorney, Attorney

User Type Date Joined
& Mountain Attorney ctesting719+mountain@g... Attorney 2/22/2024
2 Snow Paralegal ctesting719+snow@gmail.... Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page 50 -
& Snow Paralegal, Paralegal 2 Edit Location 1 Remove Member
All Locations
Permissions Relationships e

24




o e
4. The Manage permissions for ...
P o
ind ill displ Manage permissions for Snow Paralegal, Paralegal = x
Adjust the information below to add or remove permissions for the selected user, and click save to make any changes.
Item Pool Selected Items
a.) TO add permISSIOnS, C||Ck on a Service of Process Designee \ None selected.
Members with this permission are included in the list of serviceable participants
th e + n ext to t h e pe rm i SS i o n to be served anytime a filing is added to a claim, case, dispute, or appeal
. relating to your group.
b.) Toremove a permission, click Group Administrator
Members with this permission can add and remove group members, change
. permissions to existing members, and change relationships among members if
on the red trash can icon. Spplcamie.
Designated Contact for Information Requests from DLI
Members with this permission are contacted when DLI sends a request to their
associated entity and receive a notification to respond to the request.
Profile Management Designee
The Users in this Permission group will have access to the Edit Profile link, and
have authority to Edit the profile of the Law Firm
Claim Access Administrator
The Users in this Permission group will be able to administer users' access to
Claims and Cases within the group
Save Cancel
r
- . o
Manage permissions for Snow Paralegal, Paralegal = x
Adjust the information below to add or remove permissions for the selected user, and click save to make any changes.
Item Pool Selected Items
Profile Management Designee b Service of Process Designee \
+ The Users in this Permission group will have access to the Edit Profile link, and / Members with this permission are included in the list of serviceable participants
have authority to Edit the profile of the Law Firm to be served anytime a filing is added to a claim, case, dispute, or appeal
relating to your group.
Claim Access Administrator
4 The users in this Permission group will be able to administer users' access to Group Administrator
Claims and Cases within the group Members with this permission can add and remove group members, change
permissions to existing members, and change relationships among members if
applicable.
Designated Contact for Information Requests from DLI
Members with this permission are contacted when DLl sends a request to their
assaciated entity and receive a notification to respond to the request.
Save Cancel
=

5. When completed, click the yellow

Manage permissions for Snow Paralegal, Paralegal )

Save button at the bottom of the ®
. Adjust the information below to add or remove permissions for the selected user, and click save to make any changes.
window.
Item Pool Selected Items
. H Profile Management Designee Service of Process Designee
NOte' C h a nges wi I I ta ke effe ct + The Users in this Permission group will have access to the Edit Profile link, and @ Members with this permission are included i the list of serviceable participants
. . f have authority to Edit the profile of the Law Firm to be served anytime a filing is added to a claim, case, dispute, or appeal
relating to your group.
immediately. Have the user log out o Claim Acess Administrator e
. 4+ The Users in this Permission group will be able to administer users' access to Group Administrator
Cam pus an dl 0og back in fO r the Claims and Cases within the group @ Members with this permission can add and remove group members, change
permissions to existing members, and change relationships among members if
. . applicable.
changes to be applied to their
_ Designated Contact for Information Requests from DLI
a cco u nt | | Members with this permission are contacted when DLI sends a request to their

associated entity and receive a notification to respond to the request.

5

Save Cancel
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3.

Editing member permissions

Member permissions can be set up at any time, either initially when the member is added to a group or at a

later time by the group administrator.

Visual aids

From the Group Management
page, select the user whose
account you are changing by

Group Management

Mountain Law Firm: LF-01-6173-266

| Active Members |

Open Invitations

~+ Add Member

clicking the box next to the user’s
name in the Active Members tab.

Mountain Attorney

Snow Paralegal

ctesting719+mountain@gmail.com

ctesting719+snow@gmail.com

User Type

Attorney

Paralegal

Date Joined

2/22/2024

4/2/2024

Showing (1-2) of 2 1

& Mountain Attorney, Attorney

All Locations

Permissions /it

+ Group Administrator
« Designated Contact for Information Requests from DLI

« Snow Para

Relationships

7 Edt

legal, Paralegal

Items per page 50

# Edit Location

B Remove Member

When selected, more detailed
information will be displayed at
the bottom of the page.

Group Management
Mountain Law Firm: LF-01-6173-266

Active Members [NosEhRRWVIETIel S

+ Add Member

Service of Process Designee

Group Administrator

Designated Contact for Information Requests from DLI
Profile Management Designee

Claim Access Administrator

« Mountain Attorney, Attorney

User Type Date Joined
Oo&a Mountain Attorney ctesting719+mountain@g... Attorney 2/22/2024
[ 2 Snow Paralegal ctesting719+snow@gmail.... Paralegal 4/2/2024
q Showing (1-2) of 2 1 Items per page 50 -
y
& Snow Paralegal, Paralegal /' Edit Location @ Remove Member
Al Locations
Permissions /' edit Relationships /' kit

To edit their permissions, click on
the Edit button in the
Permissions box.

Group Management
Mountain Law Firm: LF-01-6173-266

PXATR VIS LTSl Open Invitations

+ Add Member

Service of Process Designee
Group Administrator
Designated Contact for Information Requests from DLI
Profile Management Designee

Claim Access Administrator

« Mountain Attorney, Attorney

User Type Date Joined
& Mountain Attorney ctesting719+mountain@g... Attorney 2/22/2024
a Snow Paralegal ctesting719+snow@gmail.... Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page 50 -
& Snow Paralegal, Paralegal 2 Edit Location i Remove Member
All Locations
Permissions Relationships J e
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o e
4. The Manage permissions for ...
P o
ind ill displ Manage permissions for Snow Paralegal, Paralegal = x
Adjust the information below to add or remove permissions for the selected user, and click save to make any changes.
Item Pool Selected Items
a.) TO add permISSIOnS, C||Ck on a Service of Process Designee \ None selected.
Members with this permission are included in the list of serviceable participants
th e + n ext to t h e pe rm i SS i o n to be served anytime a filing is added to a claim, case, dispute, or appeal
. relating to your group.
b.) Toremove a permission, click Group Administrator
Members with this permission can add and remove group members, change
. permissions to existing members, and change relationships among members if
on the red trash can icon. Spplcamie.
Designated Contact for Information Requests from DLI
Members with this permission are contacted when DLI sends a request to their
associated entity and receive a notification to respond to the request.
Profile Management Designee
The Users in this Permission group will have access to the Edit Profile link, and
have authority to Edit the profile of the Law Firm
Claim Access Administrator
The Users in this Permission group will be able to administer users' access to
Claims and Cases within the group
Save Cancel
r
- . o
Manage permissions for Snow Paralegal, Paralegal = x
Adjust the information below to add or remove permissions for the selected user, and click save to make any changes.
Item Pool Selected Items
Profile Management Designee b Service of Process Designee \
+ The Users in this Permission group will have access to the Edit Profile link, and / Members with this permission are included in the list of serviceable participants
have authority to Edit the profile of the Law Firm to be served anytime a filing is added to a claim, case, dispute, or appeal
relating to your group.
Claim Access Administrator
4 The users in this Permission group will be able to administer users' access to Group Administrator
Claims and Cases within the group Members with this permission can add and remove group members, change
permissions to existing members, and change relationships among members if
applicable.
Designated Contact for Information Requests from DLI
Members with this permission are contacted when DLl sends a request to their
assaciated entity and receive a notification to respond to the request.
Save Cancel
=

5. When completed, click the yellow

Manage permissions for Snow Paralegal, Paralegal )

Save button at the bottom of the ®
. Adjust the information below to add or remove permissions for the selected user, and click save to make any changes.
window.
Item Pool Selected Items
. H Profile Management Designee Service of Process Designee
NOte' C h a nges wi I I ta ke effe ct + The Users in this Permission group will have access to the Edit Profile link, and @ Members with this permission are included i the list of serviceable participants
. . f have authority to Edit the profile of the Law Firm to be served anytime a filing is added to a claim, case, dispute, or appeal
relating to your group.
immediately. Have the user log out o Claim Acess Administrator e
. 4+ The Users in this Permission group will be able to administer users' access to Group Administrator
Cam pus an dl 0og back in fO r the Claims and Cases within the group @ Members with this permission can add and remove group members, change
permissions to existing members, and change relationships among members if
. . applicable.
changes to be applied to their
_ Designated Contact for Information Requests from DLI
a cco u nt | | Members with this permission are contacted when DLI sends a request to their

associated entity and receive a notification to respond to the request.

5

Save Cancel

27



Law firm groups: Creating and editing member relationships

Group administrators can create relationships between members of a group by linking individual users within
their group to be able to share access with each other, such as a paralegal to an attorney. They may also edit
those relationships at any time after they are established.

Note: Thisis only relevant to law firm groups and members.

N S

1. From the Group Management
page, select the user by clicking

the box next to user’s name from
the Active Members tab.

2. When selected, more detailed
information will display at the
bottom of the page.

3. Tocreate or edit the user’s
relationships, click on the Edit
button in the Relationships box.

Group Management
Mountain Law Firm: LF-01-6173-266

| Actil embers | Open Invitations

=+ Add Member

Mountain Attorney

Snow Paralegal

ctesting719+mountain@gmail.com

ctesting719+snow@gmail.com

User Type

Attorney

Paralegal

Date Joined

2/22/2024

4/2/2024

Showing (1-2) of 2 1

2 Mountain Attorney, Attorney

All Locations

Permissions /i Relationships

« Group Administratar
« Designated Contact for Information Requests from DLI

- Snow Paralegal,

2 Edt
Paralegal

Items per page 50

# Edit Location

W Remove Member

Group Management
Mountain Law Firm: LF-01-6173-266

LEATIVEIGLEIE Open Invitations

~+ Add Member

« Service of Process Designee

« Group Administrator

« Designated Contact for Information Requests from DLI
« Profile Management Designee

« Claim Access Administrator

« Mountain Attorney, Attorney

User Type Date Joined
oa Mountain Attorne ctesting719+mountain@g... Attorne 22212024
7 g 8 Y
& Snow Paralegal ctesting719+snow@gmail.... Paralegal 41212024
q Showing (1-2) of 2 1 Items per page 50 -
y
& Snow Paralegal, Paralegal /' Edit Location @ Remove Member
All Locations
Permissions /' Edit Relationships /it

Group Management
Mountain Law Firm: LF-01-6173-266

LAV LT Open Invitations

+ Add Member

& Mountain Attorney, Attorney

All Locations

Permissions Relationships

/' Edit
« Group Administrator

« Designated Contact for Information Requests from DLI No relationships assigned

User Type Date Joined
=N Mountain Attorney ctesting719+mountain@gmail.com  Attorney 2/22/2024
o & Snow Paralegal ctesting719+snow@gmail.com Paralegal 41212024
Showing (1-2) of 2 1 Items per page 50 -

/'’ Edit Location

W Remove Member
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4. The Manage relationships for ...
window will display.

a.) Toadd a relationship, click on
the + next to the appropriate
name.

b.) To remove a relationship,
click on the red trash can
icon.

5. When completed, click the yellow
Save button at the bottom of the
window or click Cancel to exit the
window without any changes.

Note: Changes will take effect
immediately. Have the user log out of
Campus and log back in for the
changes to be applied to their
account.

Manage relationships for Mountain Attorney, Attorney

Snow Paralegal No items assigned
Paralegal

Save Cancel

Adjust the information below to add or remove Relationships for the selected User, and click save to make any changes.

Manage relationships for Mountain Attorney, Attorney

PN

40
Snow Paralegal
Paralegal

Save Cancel

Adjust the information below to add or remove Relationships for the selected User, and click save to make any changes.

Manage relationships for Mountain Attorney, Attorney

Adjust the information below to add or remove Relationships for the selected User, and click save to make any changes.

Snow Paralegal No items assigned
Paralegal

5

Save Cancel
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Editing member’s location

Visual aids

1. From the Group Management
page, select the user by clicking
the box next to the user’s name

Group Management
Mountain Law Firm: LF-01-6173-266

| Active Members |

Open Invitations

+ Add Member

from the Active Members tab.

Mountain Attorney

Snow Paralegal

ctesting719+mountain@gmail.com

ctesting719+snow@gmail.com

Attorney

Paralegal

User Type

Date Joined

2/22/2024

41212024

Showing(1-2) of 2 1

& Mountain Attorney, Attorney

All Locations

Permissions /# edit
« Group Administrator
+ Designated Contact for Information Requests from DLI

Relationships

« Snow Paralegal, Paralegal

F Edt

Items per page 50 ~

#° Edit Location W Remove Member

2. When selected, more detailed
information will display at the
bottom of the page.

Group Management
Mountain Law Firm: LF-01-6173-266

PXATY VI LTl Open Invitations

+ Add Member

User Type

Date Joined

L

« Service of Process Designee

« Group Administrator

« Designated Contact for Information Requests from DLI
« Profile Management Designee

« Claim Access Administrator

« Mountain Attorney, Attorney

Mountain Attorney ctestingZ19+mountain@g... Attorney 2/22/2024
Snow Paralegal ctesting719+snow@gm Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page 50 -
& Snow Paralegal, Paralegal /' Edit Location W Remove Member
Al Locations
Permissions /' Edit Relationships /it

3. To edit the user’s location, click
on the Edit Location button in
the user details at the bottom of

Group Management
Mountain Law Firm: LF-01-6173-266

Open Invitations

+ Add Member

the page.

Service of Process Designee

Group Administrator

Designated Contact for Information Requests from DLI
Profile Management Designee

Claim Access Administrator

« Mountain Attorney, Attorney

User Type Date Joined
0&a Mountain Attorney ctesting719+mountain@g... Attorney 2/22/2024
2 Snow Paralegal ctesting719+snow@gmail.... Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page 50 -
& Snow Paralegal, Paralegal 3 i Remove Member
All Locations =
Permissions 2 Edit Relationships /' Edit
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4. The Edit Location window will
display. In the Address drop-
down menu, select the location
for the user.

5. Click the yellow Save button
when completed.

Note: Changes will take effect
immediately. Have the user refresh
their browser for the changes to be
applied to their account.

Edit Location

(Optional) Select a location for this member. If no specific location applies, leave as All.

Address.
All -

Save Cancel
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Removing a member from a group

1. From the Group Management
page, select the user by clicking
the box next to the user’s name
from the Active Members tab.

2. When selected, more detailed
information will display at the
bottom of the page.

3. Toremove the member from the
group, click on the red Remove
Member button in the user
details.

Visual aids

Group Management
Mountain Law Firm: LF-01-6173-266

| Active Members |

Open Invitations

+ Add Member

User Type

Mountain Attorney ctesting719+mountain@gmail.com

Attorney

Snow Paralegal ctesting719+snow@gmail.com

Paralegal

Date Joined

2/22/2024

41212024

Showing(1-2) of 2 1

& Mountain Attorney, Attorney

All Locations

Permissions /£ edic Relationships 7 edic

« Group Administrator

« Snow Paralegal, Paralegal
« Designated Contact for Information Requests from DLI

Items per page 50 ~

#° Edit Location W Remove Member

Group Management
Mountain Law Firm: LF-01-6173-266

PXATY VI LTl Open Invitations

+ Add Member

User Type

Date Joined

« Service of Process Designee

« Group Administrator

« Designated Contact for Information Requests from DLI
« Profile Management Designee

« Claim Access Administrator

« Mountain Attorney, Attorney

Mountain Attorney ctestingZ19+mountain@g... Attorney 2/22/2024
Snow Paralegal ctesting719+snow@gm Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page 50 -
y
& Snow Paralegal, Paralegal /' Edit Location W Remove Member
Al Locations
Permissions /' Edit Relationships /it

Group Management
Mountain Law Firm: LF-01-6173-266

Open Invitations

+ Add Member

& Snow Paralegal, Paralegal

All Locations

Permissions 2 Edit Relationships

/" Edit
o Service of Process Designee « Mountain Attorney, Attorney
« Group Administrator
o Designated Contact for Information Requests from DLI
« Profile Management Designee
o Claim Access Administrator

User Type Date Joined
o & Mountain Attorney ctesting719+mountain@g... Attorney 212212024
2 Snow Paralegal ctesting719+snow@gmail.... Paralegal 4/2/2024
Showing (1-2) of 2 1 Items per page 50 -

/'’ Edit Location

emove Member
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4. A confirmation window will
display asking if you are sure you
want to remove this member.

a) Toremove, click on the
yellow Remove button.

b) To exit this window and not
remove the member, click on
the Cancel button or the X in
the corner of the window.

When completed, the user will no
longer be affiliated with the group in
Campus.

Are you sure you want to remove this Member?

If you remove this Member, he/she will no longer be affiliated with this Group in Campus.

Cancel

Remove

Are you sure you want to remove this Member?

If you remove this Member, he/she will no longer be affiliated with this

Remove Cancel ‘__

Note: Changes will take effect immediately. Have the user log out of Campus and

log back in to apply the changes to their account.
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s v

.

N Ote . U se th e cla Ims an d ca ses + Control which graup members have access to 2n individual case by dlicking the claim row in the table. Then in the case card that appears under the data table, click "Edit” next to the “Members with Access” list.

ta bs to to Ie between those |IStS « All members with the Global Claim Access permission will have access to all claims but will not be available to be selected for service unless access is granted to the individual Claim or the Service of Process
gg . Designee permission s also assigned,

4.

After the appropriate information Fiters
is entered, click Apply to search. Column - Value )

Managing case and claim access

A member with claim access administrator permission can control the group members’ claim and case access
from the Manage Case/Claim Access page. This function is not applicable to law firms.

Single edit

Use this to edit data in a single case or claim.

From the My Groups page, T B @ creniceore v

INDUSTRY

click on the kebab menu (three T
vertical dots) in the upper peshet o

. My Groups
right. y aroup
Uat Insurer
Insurer/ Self-Insurer
In the drop_down menul seIeCt My Permissions Group Admins Date Joined Visnage Group
H Group Administrator Service Designee ( Uattestdli+sopd2@gmail.com 371172021
the Manage Case/Claim — 2
. Profile Management Designee Cheryl George ( campuscls+irs@gmail.com ) —
Access option. ) i Leave Group
Claim Access Administrator
Global Claim Access
From th e G roup Ca se an d Dashboard » Insurer Seif-nsurer: [R-01-6096-060 > Group Case and Claim Access Management
Claim Access Management Group Case and Claim Access Management
Uat Insurer : IR-01-6096-060
page CI |Ck on th e cla i m ta b You can control your Insurer Seff-Insurer Group Members claim and case access from this page. Below are some tips to help you get started
, .

+ The claims and cases on which your group is a party are listed in the table below. Use the tab navigation to toggle between the list of claims and cases.
+ Control which group members have access to an individual claim by clicking the claim row in the table. Then in the claim card that appears under the data table, click “Edit” next to the “Members with Access™
list. Note: granting access at the claim level also grants access to any cases that are on that claim.

Note: granting access at the case level does not grant access to the claim.
« Grant claim access in bulk by clicking “Bulk Edit Claim Access"

Click on the funnel icon to
narrow the list of results and

Uat Insurer

Claims e

search for the claim to assign 7 skear
to a member of the group.
Andy Tester: Injury on CL-02-3883-167 Insurer Closed - Duplicate
02/01/2020
Chris Tester: Injury on CL-02-3883-178 Insurer Open
. . 02/01/2020
Claims can be filtered by: peme Ones njuryon
S CL-02-6269-050 Insurer Open
. 02/14/2024
a) claim name; :
. . . O Demo Three: Injury on CL-02-6268-993 Insurer Open
b) claim admin claim #; o204 g

c¢) Campus file number;
d) grouprole;or
e) status.

Uat Insurer

/' Buk Edit

Claim Name Claim Admin Claim # Campus File Number Group Role Status
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6. After the claim is displayed,
click the box next to the Claim

Uat Insurer
Name.
[aET B Cases

/£ BulkEdit
7. The claim information will be Hites Sreset
displayed at the bottom of the column © value G
page. In the Members with Claim Admin Claim # Campus File Number Group Role Status
Access box, click Edit. 6 Do o s onen
showing (1) of1 1 Vs pr g 50 .

Claim Name Claim Admin Claim # Campus File Number Group Role Status

MATTHEW TESTER: Injury on
02/01/2020

CL-02-3883-160 Insurer Open

Showing (1-1) of 1 1 Items per page 50 -

MATTHEW TESTER: Injury on 02/01/2020

Cases on this Claim®

No related cases

Members with Access® 7 =i >

No members have access

8. The Edit Claim Access window | [ ™
will pop up; CliCk on the + Edit Claim Access - MATTHEW TESTER: Injury on 02/01/2020
symbol to select the group e ot ot 0 e members s o i, St ke arychres
member(s) for whom you wish Available Group Members® Members with Claim Access®
to grant or remove access. Any +  Cheryl George o members assigned
members who are selected 0 +  Generalinsurer /
will now appear in the 4+  Service Designee

Members with Claim Access

area.
9. Toremove members, click on
the red trash can icon next to =
their name.
Edit Claim Access - MATTHEW TESTER: Injury on 02/01/2020 X

Claim : CL-02-3883-160
Adjust the information below to add or remove members' access from the claim, and click "Save" to make any changes.

‘Available Group Members® Members with Claim Access®

[ ] Cheryl George

+  Service Designee

B | General Insurer

Cancel
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10. Select Save to confirm your
changes or Cancel to exit
without saving the changes.

Note: Changes will take effect
immediately. Have the user refresh
their browser for the changes to be
applied to their account.

Edit Claim Access - MATTHEW TESTER: Injury on 02/01/2020

Claim : CL-02-3883-160

Adjust the information below to add or remove members' access from the claim, and click "Save" to make any changes.

Available Group Members® Members with Claim Access®

+ Service Designee [ 1 Cheryl George

B  General Insurer

10

Save Cancel
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Bulk edit

Use this to edit data in multiple related cases or claims.

s v

1. From the My Groups page,
click on the kebab menu (three
vertical dots) in the upper right.

m DEPARTMENT OF
LABOR AND INDUSTRY

Campus TEST Environment

Dashboard > My Groups

Cheryl George v

My Groups
Uat Insurer %
2. Inthe drop-down menu, select Insurer Selfnsurer
the Manage case/CIaIm Access My Permissions Group Admins Date Joined Manage Group
Group Administrator Service Designee ( Uattestdli+sopd2@gmail.com) 31172021

option.

3. From the Group Case and
Claim Access Management
page, click on the Claims tab.

Note: Use the Claims and Cases
tabs to toggle between these lists.

4. All claims or cases associated
with the group will be
displayed. The Claim Name or
Case Name hyperlink can be

Andy Tester: Injury on
Selected to View further details. — CL-02-3883-167 Insurer C\osed—Dup\lcalc
Chris Tester: Injury on
02/01/2020 CL-02-3883-178 Insurer Open
5. Click the funnel icon to narrow e T I G
. Demo Three: Injury on
the list results
(] 02/14/2024 CL-02-6268-993 Insurer Open
N\ oo

6. The Bulk Edit button allows
granting or removing member
access to claims for multiple
members at one time.

7. Select an option to Grant
Access or Remove Access.

8. Click on the box to Select All
Claims.

Note: A single claim search can be
done by selecting the drop-down
menu arrow in the Claims field.
More detailed instructions are

Profile Management Designee
Claim Access Administrator

Global Claim Access

Cheryl George ( campusclstirs@gmail.com )

2 Manage Case/Claim Access

Leave Group

Dashboard » Insurer/ Self-lnsurer: IR-01-6096-060 >

Group Case and Claim Access Management

Group Case and Claim Access Management

Uat Insurer : IR-01-6096-060

You can control your Insurer/ Seff-Insurer Group Members’claim and case access from this page. Below are some tips to help you get started

« The claims and cases on which your group is a party are listed in the table below. Use the tab navigation to toggle between the list of claims and cases.
+ Control which group members have access to an individual claim by clicking the claim row in the table. Then in the claim card that appears under the data table, click “Edit” next to the “Members with Access”

list. Note: granting access at the claim level also grants access to any cases that are on that claim
+ Control which group members have access to an individual case by clicking the claim row in the table. Then in the case card that appears under the data table, click “Edit” next to the “Members with Access” list
Note: granting access at the case level does not grant access to the claim
« Grant claim access in bulk by clicking “Bulk Edit Claim Access”.
« Al members with the Global Claim Access permission will have access to all clsims but will not be available to be selected for service unless access is granted to the individual Claim or the Service of Process

Designee permission is 2lso assigned

Uat Insurer

Claims [NeELS

Claim Name

Claim Admin Claim #

Campus File Number

Group Role

Status
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provided in the Single edit section
of this manual.

9. Click on the + symbol to select
the group member(s) for whom
you wish to grant or remove
access. Any members who are
selected will now appear in the

Selected Group Members area.

Note: Click on the + symbol to add

and the — symbol to remove access.

10. Select Save to confirm your
changes or Cancel to exit
without saving the changes.

Bulk Grant or Remove Member Access to Claims

Select one of the following:
() GrantAccess (_) Remove Access

Select members and claims for which you wish to edit access. You may select multiple members and claims.

[[] select All Claims 8

Claims

Group Members Selected Group Members

No group members selected

Cheryl George

General Insurer

Service Designee

10

Save Cancel
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Claim access

Locating a worker identification number

A worker identification (WID) number, which is person-specific, is generated by the Department of Labor and
Industry and is used instead of a Social Security number (SSN) to identify workers’ compensation claims.

e

1- CIICk on Smeit a Filing m‘ ‘DEFAMM[NTNQ.;,FUHM 1 Submit a Filing v ‘ \§§ Mountain Attorney v

Access a Case or Claim

2. From the drop-down menu, “"'““‘
Initiate a Dispute

select WID Lookup. A Notifications  xcesrn

Object to Penalty

Upcoming )
Request for Guidance with an Unreported Injury Administrative C

. Respond to Request For Information
Open Claims ew Documents

Submit Election To Exclude

View de iated to your teview documents in the

claims in tF Jueue portal. Trading Partner Profile Registration tifications panel to ensure -
5 . of Admin
accuracy
s . been filed
VRU Rehabilitation Consultation Request " DS 72.382

. >
z WID Lookup -

3. Onthe Worker ID (WID)
Lookup page, fill in the Injured _
Worker Last Name field. R E——

m DEPARTMENT OF e .
NDUSTRY Mountain Attorney v

Worker ID (WID) Lookup
4 Fl” in the Injured Worker Date Please provide the following information. All fields must be completed in order to locate a WID. If you would like assistance, please contact the Minnesota Workers' Compensation Hotline at

of Birth field.

ps

651.284.5005, option 3 or email us at helpdesk.dli@state.mn.us.
The Worker Identification (WID) number is the unique identifler ﬂoma oyee and is also called an Empioyee Security 1D (ESID). us you will see It formatted as EE-#

Injured Worker Last 4 SSN *
m e er Last4

Injured Worker Last Name * l[n[ur:d Warker Date of Birth *

5. Fillin the Injured Worker Last 4 |g |
SSN field.

Note: If the injured worker does
not have an SSN, contact the Help
Desk.

6. After the information is

entered, click the yellow Next
button.

39



(f? Mountain Attorney v

. 7
7. Theinjured worker’s ) 1) Freyr .
information will display under S —
the ye”OW submit button shboard > Worker ID (WID) Lookup

Worker ID (WID) Lookup

Please provide the following information. Al fields must be completed in order to locate a WID. If you would like assistance, please contact the Minnesota Workers' Compensation Hotline at

651.284.5005, option 3 or email us at helpdesk.dli@state.mn.us.

The Worker Identification (WID) number is the unique identifier for the employee and is also called an Employee Security ID (ESID). In Campus you will see it formatted as EE-#
Injured Worker Last 4 SSN *

hs
4
it
i+
W
it
&
it

Injured Worker Date of Birth *
B 5555

Injured Worker Last Name *
Testing 105311927
Cancal

We located:

Employee: TIMMY TESTING

WID: EE-00-2695-398

m DEPARTMENT OF Address Contact About Us
CALER AR LLDUEALRY 443 Lafayette Road N Phone: 651-284-5005, option 3 Help

Terms and Conditions of Use and Privacy Policy

WORK COMP CAMPUS
St. Paul, MN 55155 Toll-free: 800-342-5354, option 3

Work Comp Campus™ 2019

40



Requesting and redeeming a unique access code —employee

To gain access to a claim as an employee (injured worker), you will first need to generate a unique claim access

code.
i s
1. From the dashboard [YY) PErARTHENT oF

LABOR AND INDUSTRY

(homepage), click on the

Campus TEST Environment

Submit a Filing drop-down My Overview It a Dispute
A Notifications x ciearai
menu and select Access a Case Objecto Penaly
Upcoming Event on %
or claim from the menu Request for Guidance with an Unreported Injury 8/27/2024
) Administrative
. Respond to Request For Information Conference for Dispute
Open Claims U v Documents D5-02-6272-382
Submit Election To Exclude 2 months ago
View details associated to your Vie iew documents in the
claims in the My Queue portal. i Trading Partner Profile Registration cations panel to ensure You have a new document X
accuracy. . .
B A new Notice of Admin
VRU Rehabilitation Consultation Request Conference has been
filed on DS-02-6272-
WID Lookup 382 o
My Queues - = e

2. Click on the drop-down menu
and select Request or Redeem
an Access COde. What are you trying to do?

. . Request or Redeem an Access Code | s a ‘v@
3. Click Next to continue or Close

tO eXit. e Close

Access a Claim or Case

4. Select the circle for | am the Request or Redeem an Access Code
employee named on a claim. Who are you?

If yol
Once you redeem this code, you will have access to all off

e the employee named on a claim, or a representative of an employe artment of Labor and Industry n

h a custom, one-time-use code.

tthe option below that appi

I am the employee named on a claim (O 1am a representative of an employer named on a claim

: Are you requesting or redeeming an access code?*
5. Select the circle for I need a O\haveacodee
your social security number or department-provided PIN, date of birth and zip code below. The zip code should be that which your employer has on file for you. If you need assistance, contact the Minnesota
COde- mpensation Hotline at [support Phone Number] or email us at [Support Email Address]
Social Security Number Department-provided PIN
----------- Edit 123-45-6789
6' FI” in the reql’“red Date of Birth * e Preferred Zip Code *
. . 1/1/2000 al 12345
information.
Confirm
7. Check the box to attest the Attestation
information iS accurate a nd o y checking Lhébox, I confirm that the information on this form is true, accurate, and complete to the best of my knowledge.

complete.

After receiving the code, log back into Campus and navigate back to the same

8. Click Submit Form to send the | webform by following steps 1 through 3, then go to step 9 to continue.

request.

. Note: Department-provided pin will not be available.
Note: Call the Help Desk to receive

an access code at

Note: The zip code used should be the zip code at the time of the injury. If you are
651-284-5005, option 3.

unsure of the zip code, call the Help Desk.
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9. Select the circle for I am the
employee named on a claim.

10. Select the circle for I have a

code and type the code in the

Enter Code* field.

Check the box to attest the

information is accurate and

11.

complete.
12. Click Submit Form to send the
request.

Note: If the process is successful,
you will see a confirmation
message and receive a
confirmation email message.

13. You can now see and access
the claim on your dashboard
(homepage) under the My
Queues, My Claims tab.

(111 IR
LAB INDUSTRY

[Fameerms ~

Dashooard » Requestor Redeem an Access Code

Request or Redeem an Access Code

Who are you?*

Carol jeiries v

YY) DETARTHENT oF
LABOR AND INDUSTRY

My Overview
R Notifications

Na natifications.

0

New Documents

1

Open Claims

0

Upcoming Events

My Events

Myl:liims My Disputes My Forms

Employee

May 2020

Claim Admin Date of Injury

Campus File Number

€1-03-4328-571 Carol Jefiries. The Brick Store 5/1/2020 Default Status Flaceholder

Showing (1-1) of 1 1 Items per page 10
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e

1.

Requesting and redeeming a unique access code — employer

An individual from the employer group must generate an access code for anyone in this group to access claims
affiliated with the employer. After the code is redeemed, the user can access the claim and case management
pages.

Note: A member of the group must generate the access code after the employer group has been established.
Also, your group administrator can access the Case/Claim Management page to assign case and claim access
permissions.

From the dashboard
(homepage), click on the

m1 DEPARTMENT OF BT
LABOR AND INDUSTRY Submit a Filing v
woR CAMPUS

Campus TEST Environment

My overView Initiate 3 Dispute
menu and select Access a Case A Notifications x ciesr i

Object to Penalty

i Upcoming Event on x
or Claim from the menu. 2 e
Administrative

Respond to Request For Information e for Dispute

Submit a Filing drop-down

Open Claims U ~v Documents
Submit Election To Exclude 2 manths ago
View details associated to your vie iew documents in the
claims in the My Queue portal | Trading Partner Profile Registration cations panel to ensure You have a new document X
accuracy. )
7 Admin
VRU Rehabilitation Consultation Request Conference has been
filed on DS-02-6272-
WID Lookup 382 -
My Queues g

Click on the drop-down menu
Access a Claim or Case

and select Request or Redeem
What are you trying to do?

Request or Redeem an Access Code | s g ﬁ-®
Q -

an Access Code.

Click Next to continue.

DEPARTMENT OF

Select the circle forlam a == @ ombesan~

representative of an employer Dasnbgard » Reauest or Redeem an Acess Code

Request or Redeem an Access Code

H Yl
named on a claim. Who are your* ) ) . ]
q g d ing an access code?* o\

Select the circle for I need a

code. :
0

Select the Employer Name and )

Mailing Address from the drop-

down menu.

Check the box to attest the

information is accurate and Note: A code will be sent in the mail. If you do not receive it, call the Help Desk at

complete. 651-284-5005, option 3, to request the access code.

Click Submit Form to send the After receiving the code, log back into Campus and navigate to the same webform by
request. following steps 1 through 3.
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Claim Access Authorization webform

Campus users who are not foundational parties to the claim (such as the spouse of an injured worker, QRCs,

attorneys and representatives of the employee’s estate) must submit the Claim Access Authorization webform

to DLI. DLI will review the submission and determine whether claim access will be granted.

If the employee or other appropriate individual has authorized the user to access the claim, they must attach

the authorization to this webform submission.

Access will be granted for six months, beginning on the approval date. After your access expires, you will receive

an automated email message informing you of your access removal. If at any point during a claim’s lifetime your
access is removed, you will receive an email message indicating your removal.

e e

[0 ) TR
LABOR AND INDUSTRY

1. Click on the Submit a Filing drop-down menu and select

Access a Case or Claim.
2. Click on Submit an Authorization.

3. Click Next to continue.

4. The first step is Identification. Under Section 1: Which
of the following applies to you, select the option that
best describes your access role. The options are:

a) |am the spouse of an employee.

b) | am the parent or guardian of an employee.

c) 1lam adependent of a deceased employee.

d) |am arepresentative of the employee’s estate.
e) lamaQRCor QRCintern.

f) l1am someone else.

5. Under Section 2: Who is the qualified individual
authorizing your request, select the option that best
describes the type of authorization given.

The options are:

a) | have written consent from the employee or other
authorized individual.

b) | am authorized to sign my own request.

6. Click the yellow Submit button to continue.

Campus TEST Environment:

My Overview

3

Open Claims

A Notifications 5 ciear i

20

~ Documents

My Queues -

FYY) DEFARTMENT oF
LABOR AND INDUSTRY

Campus TEST Environment

Dashboard - Claim Access Autherization

Claim Access Authorization

(] e

Identification Locate a Claim

Complete this webform if you have a signed authorization to access a claim file If you have received autherization from the employee or other indivit
physical copy of i with this You can dewnload and print this form by clicking here. If you are requesting access f

opportunity te attach ynw signature to this webferm. All submissions will be reviewed by DLI Copy File Review.
O| Section 1: Which of the following applies to you? |

() 1am the spouse of an e

uthorization t er dlaim

(O 13m the parent or guard th signed autl N to access his/her claim

() 1am a dependent of 3 deceased h signed authorization to access his/her claim

13m a raprasantative d authorization to access his/her claim

(O 1amaQrRCor QRC

consent from the employee or other authorized individual

2ed to sign my own raguest

A

DEPARTMENT OF Address Contact

LABOR AND INDUSTRY

WORK COMP CAMPUS

Work Comp Campus™ 2019

443 Lafayette Road N
St. Paul, MN 55155

Phone: 651-284-5005, option 3
Toll-free: 800-342-5354, option 3
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7. The second step is Locate a Claim. Pick one of the
groups of information and enter it for the injured worker
authorization that is being requested.

Note: If you are unsure of the WID number, there are
instructions in the Locating a worker identification number
section.

8. Click the yellow Submit button after the information has
been entered.

9. The third step is Submit Authorization. Upload the
physical authorization form by clicking on the + Upload
Document button.

Note: The Department of Labor and Industry has a
Authorization for File Review or Release of Copies of
Workers' Compensation Claim File form that can be used.

10. In the Upload Document pop-up window, select the files
by dragging and dropping them in the box or by clicking
to upload them.

11. Select the Document Type from the drop-down menu.

12. Enter a brief Description.

13. Click Upload to continue.

14. Under the Authorizing Individual Information section,
fill in the Name of the Authorizing Individual field.

15. Fill in the Date Signed field.

16. Select the reason why the signing individual is
authorized to access the files.

17. Attach any additional supporting documentation by
clicking the yellow + Upload Document button.

Note: See steps 10 through 13 to upload documents.

18. Under the Confirm ID section, fill in the Attorney ID
field.

19. Type your full name in the Full Name of Signatory field
(this must match your Campus user profile name) to sign
electronically and click the checkbox to attest you are
legally signing and confirming the accuracy.

20. Click the Submit Form button to save and continue.

Lsznsed + Cloim Acosss Autharizatian

Claim Access Authorization

Claim Information

Identification Locate a Clail

L] L:] -]
Identification Locate a Clail it Authoriza
S ki o
Aboutus
Help
Terms and Conditions of Use and Privacy Policy
3 - clalm Acsas Ausherization
Claim Access Authorization
L] L] -]

Upload Document

45



https://www.dli.mn.gov/sites/default/files/pdf/fe0055.pdf
https://www.dli.mn.gov/sites/default/files/pdf/fe0055.pdf

21. Upon submission, you will see a confirmation screen
showing a Confirmation Number and the Associated ID.
You will also receive a confirmation email message to
the email address you have on file.

A DLI representative will then review your submission and
either accept or reject it.

If approved, you will receive an email message to the
account on file informing you of the access approval and you
will now see the claim displayed on your My Claims tab.

If denied, you will receive an email message to the account
on file informing you of the access denial and providing you
with the Campus support contact information.

Claim Access Authorization Successfully Submitted!

Address

9

eresting713+mour ilcom o
" My Ferm History.

Contact

about us
Help
Terms and Conditlans of Use and Privacy Pallcy
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Law firm filing functions

Filing a Notice of Appearance or Notice of Representation

As an attorney trying to gain access to a claim, you will need to file a Notice of Appearance or Notice of
Representation.

Note: You will need to be associated to a law firm group within Work Comp Campus to proceed.

e

1. Click on the Submit a Filing YY) PErARTHENT oF

LABOR AND INDUSTRY Submit a Filing ‘ Mountain Attorney -

drop-down menu and select
. Campus TEST Environment
Access a Case or Claim. My Overview

Initiate a Dispute

A Notifications x ciear i
Object to Penalty

Upcoming Event on x
Request for Guidance with an Unreported Injury 8/27/2024
Administrative

. Respond to Request For Information Conference for Dispute
Open Claims U v Documents 23
Submit Election To Exclude 2manths 2e2
View details associated to your Vie iew documents in the
claims in the My Queue portal. | Trading Partner Profile Registration cations panel to ensure You have a new document X
VRU Rehabilitation Consultation Request S 2:;:?(:’, :::L has bs:rm
filed on DS-02-6272-
WID Lookup 382 ) .
My Queues R . e
2. Inthe Access a Claim or Case - = - _
pop-up window, select File Access a Claim or Case «
Notice of Appearance or
. What are you trying to do?
Representation from the drop-
down menu. File a Notice of Appearance or Representation -
3. Click Next to continue. Close
4. On the Notice of Appearance Notice of Appearance or Representation
or Representation page, step 1 ° ° o o
IS tO Locate a C|alm. Locate a Claim Representation on a Claim or on a Case Under a Claim Enter Appearance Serve Parties
5. Select Locate a Claim. (® e com O tocaeaciamsret |

Please provide at least one of the following sets of information. All of the information within a grouping must be completed in order to locate a claim. If you would like assistance, please contact the Minnesota
Workers' Compensation Hotline at 651.284.5005, option 3 or email us at helpdesk.dli@state.mn.us.

6. Pick one of the groups of
information and enter it for the wo = Eloye st s
injured worker authorization ' o o
that is being requested.

Employee Date Of Injury Employee Last Name Employee Date Of Injury
i i 3] OR N orR ¢ o)

Employee Last Name

Note: If you are unsure of the WID
number, you can find instructions %]

on the DLI website section.

7. Click Next to proceed to the
webform.
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https://www.dli.mn.gov/business/workers-compensation/work-comp-worker-identification-wid-number

10.

11.

12.

Step 2 is to select
Representation on a Claim or
on a Case under a Claim.

a) Select Claim for all the
information contained in
the Workers’
Compensation Division file.

b) Select Case for accessto a
specific dispute, appeal or
petition to vacate
information for a claim.

Click the yellow Next button to
continue.

Step 3 is to Enter Appearance.
In the Representation section,
under the Who do you
represent area, select the party
you are representing.

The options are:

a) Employee;

b) Employer;

c) Insurer;

d) Other

Under the What party do you
represent area, select the

party.

Under the Are there
limitations regarding your
representation area select the
option from the drop-down
menu that best applies.

The options are:

a) None;

b) Yes, Duration — you will
need to specify the date
when representation will
expire; and

c) VYes, Other.

Notice of Appearance or Representation

Locate a Claim Representation on a Claim or on a Case Under a Claim Enter Appearance Serve Parties

Representation on a Claim or on a Case Under a Claim

Choose whether you will be representing your party on an entire Workers' Compensation Claim (leading to access to all information contained in the Division File), or only on a single case (imiting your access to the
specific Dispute, Appeal, or Petition to Vacate subject to your representation) under a claim. This does not include OAH Disputes. To represent on a Dispute within the jurisdiction of OAH, you must file a notice with
OAH.

q Will you represent a party on the full claim, or on a Case under the Claim? ]

(O claim () Case

l Next 'Za(k Cancel Save as Draft

Notice of Appearance or Representation

© (] o (4]

Locate a Claim Representation on a Claim or on a Case Under a Claim Enter Appearance Serve Parties

Great! We recognize that claim. Please complete each section below to complete your Entry of Appearance.

“7 Representation @

Who do you represent? [What party do you represent? ]

Employee O TIMMY TESTING

Employer

Insurer

Other

Please select both the type of representation and at least one party to continue

Note: You will need to select both the type of representation and at least one party
to continue.

Are there limitations regarding your representation?
INone

If you answer “Yes/Other” to the question “Are there limitations regarding your
representation”, you will need to wait for access approval/denial from DLI.

.12
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13. Under the Verification section,
attach either a Retainer
Agreement or Notice of
Representation signed by the
employee.

14. In the Upload Document pop-
up window, select the files by
dragging and dropping them in
the box or by clicking to upload
them.

15. Enter a brief Description.
16. Click Upload to continue.
17. Click both checkboxes to

acknowledge and confirm
representation.

18. Under the Attorney
Information section, verify the
information is correct.

19. In the Attorney ID field, enter
the filing attorney’s ID.

20. Click the yellow Next button.

Verification

You must upload either a Retainer Agreement or Notice of Representation signed by the employee.
Retainer Agreement

+ Upload Document

Notice of Representation

+ Upload Document

Must upload a Retainer Agreement or Notice of Representation Document

Upload Document

4+ Drag and drop files
= orclick here

Document is required

Document Category

Document Type

Retainer Agreement

Description

Cancel

The attorney named above hereby enters their appearance as the attorney of record for TIMMY TESTING in the above-captioned workers’ compensation claim. All correspondence, pleadings, notices,
orders and other documents should be directed to their attention,

ADocument s filed with this notice. The employee is aware that Mountain Attorney and their law firm will have access, as provided by law, to all information related to this claim maintained by the
Department of Labor and Industry in its division file.

Attorney Information

( ‘Attorney Name \

Mountain Attorney

Select an address from the list below. This address will be used if you receive servide by mail for this Claim and Case(s) if applicable) only and wil not update the address on your profile. I you do not see the address listed below, contact your
group administrator to get it set up or update the address on your profile.

Address *
@ 443 MountainBLVD Saint Paul, Minnesota 55155 x

Phone Number
6515555555

Email Address

\ ctesting719+mountain@gmail.com J

Attorney ID *
e

20

Save as Draft
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21. Step 4 is Serve Parties. Under Notice of Appearance or Representation
the Affidavit of Service section, ° ° o °
Se|eCt the Pal"tleS tO serve by Locate a Claim Representation on a Claim or on a Case Under a Claim Enter Appearance Serve Parties
clicking on the applicable
checkboxes.

Affidavit of Service
Parties

Select the parties to serve below. You may update service addresses for parties served via mail. Click the Add Service Recipient button to add parties to the service list.

22. Check the Declaration to .
Add Service Recipient

confirm the accuracy. ok sevee e
TIMMY TESTING Employee Other Other N/A
23. Type your full name in the Full o o Pariegl p—— csting75vsnowegraicom  None
Name Of signatory f|e|d and Snow Paralegal Service of Process Designee for Mountain Law Firm ctesting719+snow@gmail.com  Electronic 10/25/2024
m]

click the checkbox to legally ! e o o o

sign electronically. Notice
Upon elicking Submit, Campus will:
24 C||Ck the ye”ow Submit Form + Create and merge an Affidavit of Service with your filed document
+ Send an email o all parties who receive service via Campus
button. [The button is gray in To serve parties by mail you must print a copy of the filed document and your Afidavit of Service

th €limageu Sed : ] @ B4 | declare under penalty of perjury that everything that | have stated in this document is true and correct. Minn, Stat. § 358.116 l

Electronic Signature

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, I certify copies of this form and attachments are being sent to the employee, insurer, any
attorney(s), the Department of Labor and Industry and, if required, to the department's Vocational Rehabilitation unit (VRU).

Full Name of Signatory *
Mountain Attorney

/ I understand that by checking this box, | am legally signing this electronic form and | confirm that the information on this form is true, accurate, and complete to the best of my knowiedge. |

Subrmt Form Back Cancel Preview Document

25. The parties selected will be
served and you will be taken to I CAER AN ot LA
a submission confirmation page Campus TEST Environment
showing the Confirmation
Number, Associated ID and 0
document number.

Notice of Appearance or Representation Successfully
Submitted!

Confirmation Number: 12800

Associated ID: CL-00-0903-836

Click the link to view your new document:
DO-02-6276-973

A confirmation email has been sent to ctesting719+mountain@gmail.com for your records. You may view your forms
in My_Form History.
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Filing a Motion to Intervene

As a potential intervenor looking to gain access to a dispute, you will need to file a Motion to Intervene.

e

1. Click on the Submit a Filing

drop-down menu and select 1
. Campus TEST Environment
Access a Case or Claim.

My Overview

Mountain Attorney

m" DEPARTMENT OF T ,@
LABOR AND INDUSTRY Submit 3 Filing v “-

Initiate a Dispute

i A Notifications x cearal
2. Select Motion to Intervene i -

Object to Penalty

from the drop-down menu and 3 Request for Guidance with an Unreported Inury 1 9 e
then click the yellow Next :

. Respond to Regquest For Information Conf r
Open Claims v Documents D\spuleDf 02-6272-
bUtton' Submit Election To Exclude =82
View detail jated to your Vie iew documents in the = menh e
claims in th Queue portal. (¢ Trading Partner Profile Registration cations panel to ensure
accuracy.

You have a new x
VRU Rehabilitation Consultation Request

WID Lookup

[ Ea 3 1 uuLuInenL
1in
Access a Claim or Case

What are you trying to do?

Motion to Intervene

3. On the Motion to Intervene Motion to Intervene
page, step 1is Locate a
Dispute. Pick one of the groups
of information and enter it for
the injured worker
authorization that is being
requested.

Locate a Dispute Intervenor Details Intervention Details Serve Parties

ease provide the fo
tion to Intervene.

o n: All of the information within a grouping must be provided in order to locate the dispute. You will need to locate the dispute specifically related to your
vould like assistance, please contact the Minnesota Workers' Compensation Hotline at 651.284.5005, option 3 or email us at helpdesk.dli@state.mn.us.

campus File Number Employee Last 4 SSN

Employee Date Of Injury

AIE OR Employee Date U ]

Note: If you are unsure of the WID
number, there are instructions on
the DLI website.

4. Click Next to proceed to the p:]'

webform.

Employee Last Name

5. Select the applicable dispute.
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6. Click Next to continue.

7. Step 2 is Intervenor Details.
Under the Organization field,
click on Lookup.

8. Select the option that aligns
with the type of intervenor.

The options are:

a) Employer;

b) Insurer;

c) Rehab Provider Group;

d) Health Care Provider; and
e) Supplemental Entity.

e\e disputes were found that match the criteria entered above. Please refine your ariteria or select the correct dispute from the list below to procesd.

Employee Name DisputeType Date of Injury Requesting Party Select
EE-00-2695-898 TIMMY TESTING Migrate 212711980 Use DS-00-4353-714
EE-00-2695-898 TIMMY TESTING Other 2/27/1980 Use DS-00-4350-229
EE-00-2695-898 TIMMY TESTING Medical 2/27/1980 Use D5-00-4268-219
EE-00-2695-898 TIMMY TESTING Other 212711980 Use DS-00-4099-590
EE-00-2695-898 TIMMY TESTING Migrate 212711980 Use DS-00-4068-735
EE-00-2695-898 TIMMY TESTING Other 2/27/1980 Use DS-00-4022-988
EE-00-2695-898 TIMMY TESTING Other 212711980 Use D5-00-3960-530
\ EE-00-2695-898 TIMMY TESTING Other 2/27/1980 Use D5-00-3935-027 }
/
—
sShowing (1-8) of 8 1 Items per page 50 -
Cancel
Motion to Intervene
Locate a Dispute Intervenor Details Intervention Details Serve Parties

Complete the following infarmation related to the organization filing this Motion to Intervene. Intervenars provide services or pay benefits to or on behalf of the employee and have a statutory right

‘which organization do you reprasent?

Organization *

to intervene under Minnesota Statutes § 176.361.

[ My organization is not listed

Q Lookup

Employer

Insurer

Rehab Provider Group

le=

Health Care Provider

Supplemental Entity
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9. A pop-up window will display.
Fill in the intervenor’s
information and click the
yellow Search button.

Note: The more information
provided, the easier it will be to
locate the intervenor information.

10. After the information is
selected, click the yellow Next
button.

11. Step 3 is Intervention Details.
Fill in the required fields.

12. Select the Acknowledge
Intervention checkbox.

13. Click the + Upload Document
button to attach supporting
documentation.

Health Care Provider Lookup

Please provide some information in the fields below to locate the health care provider you are searching for.

jealth Care Provider Name

ABg FEIN
Address 1
0
Address 2
kcity State ZIP Code y
- -
QSearch Clear Cancel

Motion to Intervene

Locate a Dispute

right to intervene under Minnesota Statutes § 176.361

hich Grganization 60 you represent?
Organization *

X HC-01-6171-496: ABC Tooth Drilling Co

Intervenor Details

Intervention Details

Serve Parties

Complete the following information related t the organization filing this Motion to Intervene. Intervenors provide services or pay benefits te or on behalf of the employee and have a statutory

Q Lookup

[ My organization is not listed

Back Cancel Save as Draft

Motion to Intervene

Locate a Dispute

The applicant is filing this Motion to Intervene in the following dis

Gached o thic Motion to Lotenone (o oo oxbibitio fio oo <l

Intervenor Details

Intervention Details

putes: DS-00-4268-219

bargec for oo cauidad oo cgobebalroriba o)

sades

Serve Parties

The applicant, APPLICANT, has provided services or paid benefits to or on behalf of the employee and has 3 statutory right to intervene under Minnesota Statutes § 176.361.

fhagaioc bl

Total Claim Amount to Date *

Start Date * End Date *

Jate

First Name *
Mountain

Last Name *
Attorney e

Phone *
(651) 555-5555

Email *
ctesting719+mountain@gmail.com

statutory interest.

Therefore, the applicant requests  be allowed (o INtervene a5 & party In the sbove-captioned proceeding and that payment for SeTvices provided or Denents paid be made, pius appropriate

Supporting Attachments

+ Upload Document

File Name File Type

Description

Remove
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14.

15

16
17

18

19

20

21.
22.

23.

In the Upload Document pop-
up window, select the files by
dragging and dropping them in
the box or by clicking to upload
them.

Select the Document Type
from the drop-down menu.

Enter a brief Description.

Click Upload to continue.

In the Confirm Attorney Bar ID
field, enter the filing attorney’s
bar ID number.

Mark the checkbox to
acknowledge attorney
appearance and click the
yellow Next button.

The final step is Serve Parties.
Select the parties to serve by
clicking on the applicable
checkboxes.

Check the Declaration box.

Type your full name and click
the checkbox to confirm your
electronic signature.

Click Submit Form.

Upload Document

+ Drag and drop files

or click here

Document is required

Document Type *

Description

Cancel

Signature

You are registerad as an attorney. By filing this motion, you will be completing your Notice of Representation as the attorney of record for the Intarvenor described above. Upon approval of
this form, 3 Notice of Representation document will be attached with this mation, and you will have electronic access to the dispute file,

Attorney Address
443 MountainBLVD, 5.

nt Paul 55155 US

Attorney Phone
(651) 555-5555

@ Confirm Attorney Bar ID *

Attorney Email
-:tésnr‘gﬁ9+mountawr‘@gma\l‘cow‘w

The attorney named above hereby enters their appearance as the attorney of record for the dispute. All correspandence, pleadings, notices, orders and other documents should be diracted
to their attention.

Cancel Save as Draft

Motion to Intervene

Locate a Dispute Intervenor Details Intervention Details Serve Parties

Affidavit of Service
Parties

Select the parties to serve below. You may update service addresses for parties served via mail. Click the Add Service Recipient button to add parties to the service list.

+ Add Service Reciplent

Serve Service
party Role Address Method Service Date
Choose a date *
2227 MY HOUSE APT 27777777 .
Z 10/11/2024 3 ss
= TIMMY TESTING Employee STPALL N 55101 US Mail B EditAddre:
Uat Attorne Attorne Uattestdli+atty@gmail.com None
O ¥ y dli+atty@gmail
Casper Ghost Attorne Uattestdli+attyl @gmail.com None
(] per Gh. y dl gmail
O Suzy Assist Other Representative Uattestdli+assist1@gmail.com None
Tammy General Other Representative Uattestdli+other@gmail.com None
O y I her Repi dli+other@gmail
Snow Paralegal Paralegal ctesting719+snow@gmail.com None
O legal legal g gmail
Ust Attorney iﬁmfﬁ:f Process Designes for Ust Law Uattestdli+atty@gmail.com None N/A
Notice

Upon clicking Submit, Campus will:

« Create and merge an Affidavit of Service with your filed document
+ Send an email to all parties who receive service via Campus

To serve parties by mail you must print a copy of the filed document and your Affidavit of Service.

Declaration

[ 1 dedlare under penalty of perjury that everything that | have stated in this document is true and correct. Minn. Stat. § 358.116 I
=

Electronic Signature

Please type your First and Last Name a5 they appear on your CAMPUS profile. By signing 2n
insurer, any attorney(s), the Department of Labor and Industry and, if required, to the departmef

this form, | certify copies of this form and attachments are being sent to the employee,
tional Rehabilitation unit (VRU).

|2 ! understand that by checking this box, | am legally signing this electranic form and | canfirm that the information on this farm is true, accurate, and complete ta the best of my knowledge. |

@:m Concel  preven Document
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24. The confirmation page appears
indicating your request has

been sent to DLI for processing.

A Confirmation Number will
display on the screen and you
will also receive a confirmation
to your email address on file.

Once approved, the form will
appear on your dashboard under
the My Disputes tab.

"- DEFARTMENT OF
] LABOR AHND INDUSTRY

Confirmatan Number 2025
A confumation emall ha -@- etEat s gener

n ”;f Form Histery .
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Filing a Request for Assistance

From the dashboard

External users can file a Request for Assistance (RFA) in Campus.

e

1. From the daShboard' CIICk on m Ef:g’;‘r;l?}Nol;us'mv 1 ‘ Submit a Filing | \‘? Mountain Attorney
Submit a Filing.

WORE COMP €A N

Campus TEST Environment Access a Case or Claim

2. Inthe drop-down menu, select @ |My Overview 2

ars . a ificati ear /
Initiate a Dispute. Notifications x ciearai

Object to Penalty

Upcoming Event on x
Request for Guidance with an Unreported Injury 8/27/2024
Administrative

. Respond to Request For Information Conference for
Open Claims Ut v Documents Dispute DS-02.6272
Submit Election To Exclude

382

anths ag

View details associated to your Viev ments in the
claims in the My Queue portal. e Trading Partner Profile Registration tations panel to ensure
accuracy. You have a new x
VRU Rehabilitation Consultation Request document
A new Notice of
WID Lookup Admin Conference .
hae hoan filard An NE
3. On the Initiate a Dispute page, Initiate Dispute
Step 1is Locate a Claim. Pick case complet il secions o nfate  Dipure
one of the groups of
, © groups ot ° ) ) o ) ) ®
|nf0rmat|0n and enter it for the Locate a Identify Identify Request a Dispute Document Issues in Filing Summary & Affidavit of
Claim Claims Parties Resolution Service Dispute Signature Service

injured worker claim that is
being requested.

Please provide at least one of the following sets of information. All of the information within a grouping must be completed in order to locate a claim. If you would like assistance, please
contact the Minnesota Workers' Compensation Hotline at 651.284.5005, option 3 or email us at helpdesk.dli@state.mn.us

Note: If you are unsure of the WID
number' there are instructions on wio Jurisdictional Claim Number (JCN) Employee Last 4SSN
the DLI website.

Employee Date Of Injury Employee Last Name Employee Date Of Injury
] OR T OR T al

4. Click Next to proceed to the i
webform. '

56


https://www.dli.mn.gov/business/workers-compensation/work-comp-worker-identification-wid-number

Step 2 is identify Claims. The
associated claim will already be
selected.

Click Next.

Step 3 is Identify Parties.
Under the Select Party drop-
down menu, select the primary
parties being represented.

In the Identify Other Parties in
Dispute section, select the
parties that will need to be
served later in the process.

If any parties are not listed and
need to be added, such as an
employer or insurer, click the
yellow + Add Party.

Do not add attorneys or
intervenors here.

Click the yellow Next button.

. Step 4 is Request a Dispute

Resolution Service. Select one

of the following dispute actions

from the drop-down menu:

a) Certify this Dispute;

b) Request a Mediation;

c) Request an Administrative
Conference; or

d) Request no service now,
only initiate the dispute —
not a valid choice.

12. Click the yellow Next button.

Note: For this example, an
administrative conference will be
requested.

Initiate Dispute

Please complete all sections 1o Initiate a Dispute.

/] (2] o (4] 5] o 7]

Locate a Identify Identify
Claim Claims Parties

Request a Dispute Document Issues in

Resolution Service Dispute

Filing Summary & Affidavit of

Signature Service

Associated Claims

Select any additional claims to include in this dispute

You can only link to this employee's claims that you have access to view

Claim Administrator Claim Number

Campus File Number

Date of Injury

Selected Claim

b CL-00-0903-836 2/27/1980 5654887588

Related Claims

There are no related claims that you have access to with the same employee.

Initiate Dispute

Please complete all sections to Initiste & Dispute.

(-] (] (-] o (-] (o] (]

Locate a Identify Identify Request a Dispute Resolution Document Issues in
Claim Claims Parties Service Dispute

Filing Summary & Affidavit of
Signature Service

Identify the Party You Represent

Identify which party you represent. After you complete this form, this party will be listed 23 the Requesting Party on the mm:o

[ Select Party * - ] O my party is not in this list

Identify Other Parties in Dispute

Identify the other parties and intervenors en this dispute

o ABC INSURANCE GROUP Claim Admin PO BOX 211260, EAGAN MN 551212660
o TIMMY TESTING Employee 123 MAIN ST, ST PAUL MN 55101
=1 0 T Employer R, STPAUL MN 55101
o Test Builder S/1 Insurer None identified
TISTSETerage or more other parties to continue

+ Add Party

Back Save as Draft Preview Cancel

Initiate Dispute

o o o ] -]

Locate a Identify Identify Request a Dispute Resolution Document Issues in Filing
Claim Claims Parties Service Dispute S

Choose a Dispute Resolution Service

ervi /e your Dispute. If you want to request an Administrative Conference, there must be documented issues on this Dispute. To add issues to a Dispute, choose

Dispute Action * @
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13. Step 5is Document Issues in a
Dispute. In the drop-down .
menu, select whether the

Initiate Dispute

ease complete all sections 1o Initiate 2 Dispute.

dISpUte IS medlcal or Locate a Identify Identify Request a Dispute Resolution Document Issues in Filing Summary & Affidavit of
.. . Claim Claims Parties Service Dispute Signature Service
rehabilitation. @

Select the type that most applies to the reason you are flling this dispute *

Note: For this example, Medical is

selected.

14. Under the Disputed Issues
section, click + Add Issue to

Disputed Issues

add at least one disputed issue.

15. In the Open Issue pop-up 7 _
window, under the Are you Open Issue

Complete the following questions for each open issue.

requesting a service or seeing
reimbursement field, select

Are you requesting a service or seeking relmbursement? *

the appropriate option:

Which of the following applles to the service you are requesting or seeking reimbursement for? *

a) Service; or

Specify any detalls about the Issue, *

b) Seeking Reimbursement.

Status *
Open

16. In the Which of the following
applies to the service you are

Cancel

requesting or seeking
reimbursement for field, select
the appropriate option:
a) Change of doctor;
b) Equipment;
c) Medical Prescriptions
d) Second
opinion/Consultation;
e) Surgery;
f) Treatment;
g) Change of Rehab Provider;
h) Plan Content;
i) Plan Duration;
i) Rehab
Consultation/Eligibility;

k) Retraining;
) Other;
m) Other — Medical; or
n) Other —Rehab.

17. In the Specify any details
about the issue field, enter a
description of the issue.
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18.

19.

20.

21.

22.

23.

When completed, click the

yellow Save button.

Under the Supporting

Attachments section, click

Upload Document to add any

supporting documentation.

Examples include:

a) itemized bills;

b) medical reports; and

c) mileage or parking
expenses.

In the Explain the details of
your request field, enter a
detailed narrative in support of
the claim.

When completed, click the
yellow Next button.

Step 6 is Filing Summary and
Signature. This section
provides a summary of all the
information entered as a final
review prior to submission.

If a Notice of Appearance has
not been filed in the claim, the
Notice of Appearance or
Representation section will
display and allows for this to
be completed during this step.

Supporting Attachments

O o]

File Name File Type Description Remove

Instructions

her information that supports your position. If the
/as nacessary. If you are requesting approval of prescribed
scribing the physical restrictions or permanent partial

her service, you will need to submit a vauvUrun dprdudu vLLumandma the treatmer
mwm\uy nclude any treatment parameter or departure that supports your request in your description of the issue above.

@ Explain the detalls of your request ]
Explain the details reques

i can be reached solely on the documents provided below and t

Back Save as Draft Preview Cancel

21

Initiate Dlspute

Please complete all sections to Initiate 2 Disput

] (] (] (] o (-] o

Identify
Claims

Affidavit of
Service

Document Issues in
Dispute

Filing Summary &
Signature

Locatea
Claim

Identify
Parties

Request a Dispute Resolution
Service

Claims Associated to this Dispute

Date of Injury

2/27/1980

Claim Administrator Claim Number

Campus File Number

Selected Claim

5654887588

CL-00-0903-836
Related Claims

There are no related claims with the same employes

Parties in Dispute

__

ABC INSURANCE GROUP Requesting Party PO BOX 211260, EAGAN MN 551212660

TIMMY TESTING Employee 123 MAIN ST, ST PAUL MN 55101
T Employer R, ST PAUL MN 55101
Test Builder S/ Insurer None identified
Dispute Issue and Document Summary
Dispute Type Number of Issues Document to be filed with DLI Date processed
Medical 1 Request for Assistance 10/22/2024
Notice of Appearance or Representatlon
Yo e e 8y fling this form, you will be submitting & Notice of Appearance or Representation to represent the Requesting Party on this dispute. All correspendence, pleadings,

/, Neme \
Mountain Auoruey

Sel
adr

ce by mail for this Claim and Casels) (f applicable) not update the a

Address*
443 MountainBLVD Saint Paul, Minnesota 55155 -

Phone Number
6515555555

Emall Address
ctesting719+mountain@gmail.com

Attorney 1D *

" J
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24,

25.

26.

27.

28.

29.

30.

31.

Under the Electronic Signature
section, enter the full name of
the requesting user in the Full
Name of Signatory field (this
must match the Campus user
profile name) to sign
electronically.

Mark the checkbox attesting to
the legality of the signature
and confirm the accuracy of
the document.

When complete, click the
yellow Next button.

Step 7 is Affidavit of Service.
Under the Serve Party column,
select the parties that require
service.

Click the yellow + Add Service
Recipient button to add any
parties not listed or additional
parties that require service.

Under the Declaration section,
click the box to confirm the
document is true and correct.

Under the Electronic Signature
section, enter the full name of
the requesting user in the Full
Name of Signatory field (this
must match the Campus user
profile name) to sign
electronically.

Mark the checkbox attesting to
the legality of the signature
and confirm the accuracy of
the document.

Electronic Signature

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, | certify copies of this form and attachments are being sent to the employee, insurer, any attorney(s), the
Department of Labor and Industry and, if required, to the department’s Vocational Rehabilitation unit (VRU)

Full Name of Signatory

@’ [ 1 understand that by checking this box, I am legally signing this electronic form and | confirm that the information on this form is true, accurate, and complete to the best of my knowledge. l

ok [%] Sweasoat e ol

Initiate Dispute

Please complete all sections to Initiate a Dispute.

(/] (/] (-] (] (/] (/] (]

Identify Identify Affidavit of
Claims Parties Service

Document Issues in
Dispute

Locate a
Claim

Request a Dispute
Resolution Service

Filing Summary &
Signature

Affidavit of Service
Parties

Select the parties to serve below. You may update service addresses for parties served via mail. Click the Add Service Recipient button to add parties to the service list.

(' + Add Service Recipient )@

Serve Party | Name Role Address Service Method  Service Date
[m] TIMMY TESTING Employee Other Nohe N/A
[m] Snow Paralegal Paralegal ctesting719+snow@gmail.com None
Snow Paralegal Service of Process Designee for Mountain Law Firm ctesting719+snow@gmail.com Electronic 1072212024
a T Employer Other None NA
@ a ABC INSURANCE GROUP Insurer Other None N/A
(] Annual Tester Adjuster Uattestdli+acir2@gmail.com None
[m] Test Builder S/1 Claim Admin Other None N/A
a Annual Tester Other Representative N/A None
Annual Tester Service of Process Designee for | ABC INSURANCE GROUP Uattestdli+acir2@gmail.com None NA

Notice
Upon clicking Submit, Campus wilk:

« Create and merge an Affidavit of Service with your filed document
- Send an email to all parties who receive service via Campus

To serve parties by mail you must print a copy of the filed document and your Affidavit of Service.

I declare under penalty of perjury that everything that | have stated in this document is true and correct. Minn. Stat. § 358.116 ]

Electronic Signature

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, I certify copies of this form and attachments are being sent to the employee, insurer, any
attorney(s), the Department of Labor and Industry and, if required, to the department's Vocational Rehabilitation unit (VRU).

Full Name of Signatory *
Mountain Attorney

| understand that by checking this bo, | am legally signing this electronic form and | confirm that the information on this form is true, accurate, and complete ta the best of my knowledge. |

Submit Form Back Cancel Preview Document
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32. Once complete, click the
yellow Submit Form button
[this is gray in the image].

33. If the submission is successful,
a confirmation page will
display.

This includes links to the dispute
(DS) and the document (DO) that
were created within Campus. This
will also be visible on the user’s
Campus dashboard.

DEPARTMENT OF p
N EXE0RAND INDus T (O

Campus TEST Environment

o

Initiate Dispute Successfully Submitted!

Confirmation Number: 6729

Associated ID: DS-02-5883-688

Click the link to view your new document
D0-02-5883-690

A confirmation email has been sent to Craymond.dli+ReddButts@gmail.com for your records. You may view your
forms in My Form History.

DEPARTMENT OF Address Contact About Us
R 443 Lafayette Road N Phone: 651-284-5005, option 3 Help
55155 ¥ 53 Terms and Conditions of Use and Privacy.Polic
Work Comp Campus™ 2019 St. Paul, MN 55155 Toll-free: 800-342-5354, option 3 ¥ Policy
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From the Claims Details page

External users can file a Request for Assistance (RFA) in Campus from the Claims Details page.

e

DEPARTMENT OF ] -
m LABOR AND INDUSTRY s a iling L_"

1. From the dashboard, locate the
My Claims tab and, under the
Campus File Number column,
select the claim number to file
the RFA.

2. From the Claims Details page,
click on the yellow + Submit
Filing button.

3. Inthe Submit a Filing pop-up
window, click on the Filing
Name drop-down menu and
select the Initiate a Dispute
option.

4. Click the yellow Save button.

Mountain Attomey v

Campus TEST Environment
My Overview
& Notifications X Clear Al

3 0 21

Open Claims

Upcoming Events New Documents

iew and edit the

events in the Ew

5t your

My Events =0

October 2024 < 2

O Include Inactive

Campus File Employee Employer Claim Admin Date of Injury 0 1 1 3 4 s
Number
CL-02.6267-749 Tester, Steph UAT Test New 546312354 & 7 &8 9w n u
CL-02-6246-331 Uat Firm Co AcquireClaimSumma

B w1 6w w1
CL-00-0903-836 TESTING, TIMMY 5654887588

o a2 om ou ox =

m DEPARTMENT OF
LABOR AND INDUSTRY

Mountain Attorney v

‘Campus TEST Environment

Dashboard - Claim: CL-02-6246-331

Michael Tester: Injury on 5/01/2022

Campus File Number @ Employee Date of Injury Part of Body Injured
026246331 Michael Tester 5/1/2022 15: Nose

Employer Insurer Claim Administrator © Claim Administrator Claim Number ©
Uat Firm Co mtesting UPNORTHINSURANCE AcquireClaimSummary411

Claim Overview

te Claim Denled by Insurer

Employee Returned To Work Empl

Claim Involved in Disp

Employee Receiving Indemnity Benefits

Submit a Filing x

Please indicate the type of filing you wish to make. Note that these Filing options are specific to Claims, will use data from this transaction, and will be associated to
this transaction

Michael Tester: Injury on 5/01/2022: CL-02-6246-331

Please indicate the type of filing you wish to make.

Filing Name - ]
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5. On the Initiate Dispute page, Initiate Dispute
Step 1 is Identify Claims. The
associated claim will already be o ° ° o ° °

Identify Claims dentify Parties Request a Dispute Resolution Service Document Issues in Dispute Filing Summary & Signature Affidavit of Service

6. Click the yellow Next button to Associated Claims

Select any additional claims to include in this dispute

proceed to the webform.

Campus File Number Date of Injury Claim Administrator Claim Number

Selected Claim

CL02-6246331 57172022 AcquireClaimsummary411

Related Claims

There are no related claims that you have access to with the same employee.

6 Back  SaveasDraft  Preview  Cancel

7. Step 2 is Identify Parties. Initiate Dispute
Under the Select Party drop-
down menu, select the primary ) ) o o o [}
parties being represented. Identify Claims Identify Parties Request a Dispute Resolution Service Document Issues in Dispute Filing Summary & Signature Affidavit of Service

Dispute.

Identify the Party You Represent

8. In the Identify Other Pa I"ties in entiy which sarey you raprasant Afteryou complets TS farm, s parey il be s 25 the Requesting Farcy a»:-g:s:_—g?
Dispute section, select the [Se'““’a"’* D) Drersranmeis

Identify Other Parties in Dispute

parties that will need to be

served later in the process. N N

O UPNORTHINSURANCE Claim Admin One Upper Pond Rd. Suite 4, Parsippany N) 070541050
9. If any parties are not listed and 0 | iewetreser
need to be added, such as an 8 BEH it Ereloser 1758 mefn st S Clocd N 58302
employer or insurer, click the o S SR e
D UCwCP UCWCP 123 UCWCP Ct., Viking MN 56760

yellow + Add Party option to
add additional parties.

agg one or more other parties to continue

Save as Draft Preview Cancel

Do not add attorneys or

intervenors here.

10. Click the yellow Next button.

11. Step 3 is Request a Dispute — -
. . Initiate Dispute

Resolution Service. Select one

of the following dispute actions ° o ° ° ° °

from the d rop-down menu: Identify Claims Identify Parties Request a Dispute Resolution Service Document Issues in Dispute Filing Summary & Signature Affidavit of Service

a) Certify this Dispute;

R Choose a Dispute Resolution Service

b) Request a Med|at|0n; frac:emt:ek;cp:tﬁr:‘:w‘st:;?tu\d like to help resolve your Dispute. IFyou want to requast 2n Administrative Conference, there must be documented issues on this Dispute To 2dd issues to 2 Dispute, choose 'Amend this Dispute
c) Request an Administrative [ ]@

Conference; or

Next Save as Draft Preview Cancel

. Back
d) Request no service now, ~

only initiate the dispute — —
not a valid choice.
12. Click the yellow Next button.

Note: For this example, an
administrative conference will be
requested.
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13. Step 4 is Document Issues in
Dispute. In the drop-down
menu, select whether the
dispute is medical or
rehabilitation.

Note: For this example, medical

will be selected.

14. Under the Disputed Issues
section, click + Add Issue to
add at least one disputed issue.

15. In the Open Issue pop-up

window, under the Are you

requesting a service or seeing
reimbursement field, select the
appropriate option:

a) Service; or

b) Seeking Reimbursement.

16. In the Which of the following

applies to the service you are

requesting or seeking
reimbursement for field, select
the appropriate option:

a) Change of doctor;

b) Equipment;

c¢) Medical Prescriptions;

d) Second
opinion/Consultation;

e) Surgery;

f) Treatment;

g) Change of Rehab Provider;

h) Plan content;

i) Plan duration;

j)  Rehab
consultation/Eligibility;

k) Retraining;

I) Other;

m) Other — Medical; or

n) Other —Rehab.

In the Specify any details

about the issue field, enter a

description about the issue.

When completed, click the

yellow Save button.

17.

18.

Initiate Dispute

Please complete all s

ctions to Initiate 2 Dispute.

(] (] o o

Identify Claims Request a Dispute Resolution Service Document Issues in Dispute

13

Identify Parties

What type of request are you filing?

Filing Summary & Signature

(]

Affidavit of Service

Ise\m the type that most applies to the reason you are filing this dispute *

=

&

Disputed Issues

Open Issue

Complete the following questions for each open issue.

Are you requesting a service or seeking relmbursement? *

Which of the following applies to the service you are requesting or seeking relmbursement for? *

Specify any detalls about the Issue. *

Status *
QOpen

Cancel
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19. Under the Supporting
Attachments section, click +
Upload Document to add any
supporting documentation.
Examples include:

a) itemized bills;

b) medical reports; and

c) mileage or parking
expenses.

20. In the Explain the details of
your request field, enter a
detailed narrative in support of
the claim.

21. When completed, click the
yellow Next button.

22. Step 5 is Filing Summary and
Signature. This section
provides a summary of all the
information entered for final
review prior to submitting.

23. If a Notice of Appearance has
not been filed in the claim, the
Notice of Appearance or
Representation section will
display and allow for this to be
completed during this step.

Supporting Attachments

o

File Name File Type Description Remove

Instructions
If you are requesting reimbursement, attach copies of the itemized bills, prescriptions, mileage or parking expenses, medical reports, doctor’s office notes or other information that supports your position. If the
employer or insurer has denied the expense was necessary for treatment or rehabilitation related to the work injury, attach documentation that the expense was necessary. If you are requesting approval of prescribed

treatment, surgery, equipment, rehabilitation, retraining, or other service, you will need to submit a report from a provider recommending the treatment or describing the physical restrictions or permanent partial
disability. Include any treatment parameter or departure that SUpports your request in your description of the issue above.

@ Explain the detalls of your request ]
Explain the details requ
Back SoeasDralt  Preve

21

Initiate Dispute

o [/} [/} /] (-] (-]

Identify Identify
Claims Parties

Request a Dispute Resolution
Service

Document Issues in
Dispute

Filing Summary & Affidavit o
Signature Service

Claims Associated to this Dispute

Campus File Number Date of Injury Claim Administrator Claim Number
Selected Claim

CL-02-6246-331 5/1/2022

AcquireCiaimSummary41

Related Claims

There are no related claims with the same employee

Parties in Dispute

UPNORTHINSURANCE

Requesting Party

Michael Tester Employes 555 Main St, Rosaville MN 55113

Ust Firm Co Employe 1, Saint Cloud MN 56303
miesting insurer

ucwce ucwce

ispute Issue and Document Summary

D
e Type
Medical

Notice of Appearance or Representation

ave not filed a Notice of Representation to rep

ent this client on a

ing this form, you will be submitting a Notice of Appearance or Representation to represent the Requesting Party on this dispute. All correspondence, pleadings,

orders and other documents should be d to the Requesting Party's attention.

ﬂnmry Name \
Mountain Attorney
Selectan il be used if you receive service by mail for this Claim and Case(s) (f applicable) only and will not update the address on your profile. If you do not see the address listed below, contact your group
administ on your profile.

Address *
443 MountainBLVD Saint Paul, Minnesota 55155 v

6515555555

Emall Address

ctesting719+mountain@gmail.com

Attorney 1D *

\..\ ey ID /
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24,

25.

26.

27.

28.

29.

30.

31.

32.

Under the Electronic Signature
section, enter the full name of
the requesting user in the Full
Name of Signatory field (this
must match the Campus user
profile name) to sign
electronically.

Mark the checkbox attesting to
the legality of the signature
and confirm the accuracy of the
document.

When complete, click the
yellow Next button.

Step 6 is Affidavit of Service.
Under the Serve Party column,
select the parties that require
service.

Click the yellow + Add Service
Recipient button to add any
parties not listed or additional
parties that require service.

Under the Declaration section,
click the box to confirm the
document is true and correct.
Under the Electronic Signature
section, enter the full name of
the requesting user in the Full
Name of Signatory field (this
must match the Campus user
profile name) to sign
electronically.

Mark the checkbox attesting to
the legality of the signature
and confirm the accuracy of the
document.

When complete, click the
yellow Submit Form button.

Electronic Signature

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, I certify copies of this form and attachments are being sent to the employee, insurer, any
attorneyfs), the Department of Labor and Industry and, if required, to the department's Vocational Rehabilitation unit (VRU).

Full Name of Signatory *
Mountain Attorney 24

I understand that by checking this box, | am legally signing this electronic form and | confirm that the information on this form is true, accurate, and complete to the best of my knowledge. l

Back Next Save as Draft Preview Cancel

Initiate Dispute

Plgase complese all seciions to Initiate 2 Dispure.

o o (] (] o (]

Identify Identify Request a Dispute Resolution Document Issues in Filing Summary & Affidavit of
Claims Parties Service Dispute Signature Service
Affidavit of Service
Parties
Select the parties to serve below. You may update service addresses for parties servad via mail. Click the Add Service Recipient button to add parties to the service list
e D)
ServeParty] Name Role Address service Method  Service Date
m] Michael Tester Employes ;Z;’J"T“; f\;ﬂ . None A
m] Mike Test Attorney mtesting223+attym @gmail com None
[m] Mike ParaTest Paralegal mitesting223+para@gmail.com Nene
(] Mark Para Paralegal Uattestdli+para10@gmail.com None
@ [m] Snow Paralegal Paralegal ctesting719+snow@gmail.com None
Uat Attorney Service of Process Designee for Uat Law Firm Inc Usttestdli+atty@gmail.com None /A
Tammy General Service of Process Designee for Uat Law Firm Inc Usttestdii+other@gmail.com None A
Charlie Chaplin Service of Process Designee for Uat Law Firm Inc Uattestdli+supp2@gmail.com None /A
Harper Attorney Service of Process Designee for Uat Law Firm Inc Lokitester344+attorney@gmail.com None A
L Test Attorney Service of Process Designee for Uat Law Firm Inc Lokitester344+attorney2@gmail com None A

Notice

Upon dlicking Submit, Campus will

+ Create and merge an Affidavit of Service with your filed document
« Send an email to all parties who receive service via Campus

To serve parties by mail you must print a copy of the filed document and your Affidavit of Service

| declare under penalty of perjury that everything that | have stated in this document is true and correct. Minn. Stat. § 358.116 l

Electronic Signature

Please type your First and Last Name as they appear on your CAMPUS prafile. By signing and dating this form, I certify eopies of this form and attachments are being sent to the employee, insurer, any
attorney(s), the Department of Labor and Industry and, if required, to the department's Vocational Rehabilitation unit (VRU).

Full Name of Signatory *
Mountain Attorney

I understand that by checking this box, | am legally signing this electranic form and | confirm that the information on this form is true, accurate, and complete to the best of my knowiedge. |

Submit Form

Back Cancel

Preview Document
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33. If the submission is successful,
a confirmation page will
display.

This includes links to the dispute
(DS) and the document (DO) that
were created within Campus. This
will also be visible on the user’s
Campus dashboard.

YY) DEEARTMENT OF
LABOR AND INDUSTRY

Redd Butts v

Campus TEST Environment

]

Initiate Dispute Successfully Submitted!

Confirmation Number: 6729

‘Associated ID: DS-{

Click the link to view your new document:
DO-02-5883-690

A confirmation email has been sent to Craymond.dli+ReddButts@gmail.com for your records. You may view your
forms in My Form History,

ORERTLENTIor Address Contact About Us
LABOR AND INDUSTRY
443 Lafayette Road N

St. Paul, MN 55155

Phone: 651-284-5005, option 3 Help

Work Comp Campus™ 2019 Toll-free: 800-342-5354, option 3 Terms and Conditions of Use and Privacy Policy
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Amending a Request for Assistance

Through this process, you can add or remove parties, add or remove issues, and add documents to the dispute.
Here are different amendments that can be made.

e

1. From the dashboard, click on
the My Disputes tab.

YY) DEPARTMENT oF
LABOR AND INDUSTRY r Mountain Attorney

Campus TEST Environment

My Overview

A Notifications X Clear All

2. Under the Dispute ID column,

click on the Dispute ID that 3 0 21

requires edits. Open Claims Upcoming Events New Documents

Even:

d to your View and edit the details of your Revi the
e porta events in the Events portal Notifi ensure
>
My Queues J -
yQ My Events = (S|
My Claim: I My Disputes I ly Forms My Rehab Cases My WCCA Cases
October 2024 < >

Dispute ID Dispute Type Requesting Party Employee Date of Injury

Su Mo Tu We Th Fr Sa

DS-02-6271-588 Rehabilitation Michael Teste:

0 1 2 3 4 s
Medical
6 7 H s o on 12
DS-02-6272-382 Rehabilitation Michael Tester Pending Review
L IR A TR T

D5-02-6272-615 Prefer not to Say

3. On the Claim Details page, click 1 R Vot Aoy
on the yellow + Submit Filing Compus TEST Environment

Dashboard > Dispute: DS-02-6271-797

Medical Dispute For: Michael Tester

button.

Dispute Overview

Certified Multiple Claims

Denial of Primary Liability Asbestos Claim

Dispute Details

Medica 4/17/2024
4. In the Submit a Filing pop-up
window, select Amend Dispute Submit a Filing %
fr‘om the d r‘op_down menu. Please indicate the type of filing you wish to make. Note that these Filing options are specific to Disputes, will use data from this transaction, and will be associated to
this transaction

Medical Dispute For: Michael Tester: DS-02-6271-797

5. Click the ye”ow save button. Please indicate the type of filing you wish to make

Filing Name
Amend Dispute -

Save Back
5 1B
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10.

11.

On the Amend a Dispute page,
Step 1is Identify Claims. The
associated claim will already be
selected.

Click the yellow Next button to
proceed to the webform.

Step 2 is Identify Parties.
Under the Select Party option
the primary party being
represented is populated.

In the Identify Other Parties in
Dispute section, select or
remove the parties that will
need to be served later in the
process.

If any parties aren’t listed and
need to be added, such as an
employer or insurer, click the
yellow + Add Party to add
additional parties.

Do not add attorneys or
intervenors here.

Click the yellow Next button.

Amend Dispute

Identify Claims

iling Summ,

Document Issues in Dispute

Associated Claims

Select any additional ciaims to Include In this dispute

Campus File Number Date of Injury Claim Administrator Claim Number

selected Claim

AcquireClaimSummar,

€L-02.6246-331 y41

Related Claims

There are no related claims that you have access to with the same employes

7 B Back  SaveasDraft  Preview Caneel

Amend Dispute

Plaase compiets all Sections 1o Amand s Disputs.

(-] (-]

ng Summary & Signature Affidavit of Service

o (-] ©

Identify Claims Identify Parties

Identify the Party You R

denzfy wnicn party you represent After you Co

q Setace party

Identify Other Parties in Dispute

dent

UPNORTHINSURANCE One Upper Pos 4, Parsippany Nj 070541050

Uat Firm Co mploye: 1235 main Street, Saint Cloud MN 56303
miesting nsurer 222 Main St, Saint Paul 551183858
ucwer 123 UCWCP Ct, Viking MN 56760
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12.

13.

14.

15.

16.

Step 3 is Document Issues in -

. Amend Dispute
Dispute. In the drop-down S S
menu, change whether the ° °
dispute is medical or
rehabilitation.

Identify Claims Identify Parties

Document Issues in Dispute

Filing Summary &S

Click + Add Issues to add any
missed or new issues.

Benefit lssue

Request Type

Service Equipment
Issue Type Description
Other Test

Issue Status

oper # Editissue

red on this form. Yo

Select the type that mast applies to the reason you are filing this dispute
Medical

can gain sccess to the claim in Campus to view the details and to file this re;

quest to the existing file, Contact the Minnesota

Under the Supporting
Attachments section, click +
Upload Document to add any

Supporting Attachments

14

File Name File Type

Instructions

additional supporting
documentation.
Examples include:

, retraini
departure that supports your r

Description

h copies of the itemized bills, prescriptions, mileage or parking expenses, medical rep
ment or rehabilitation related to the work injury, attach documentation that the expe
yill need to submit a report from & provider recommending the trestment or describing
ur description of the issue above.

& notes or other

Remove

mation that supports your position. If the employer or insurer

necessary. If you are requesting approval of prescribed treatment, surgery, equipment,

ysical resrictions or p

anent partial disability. Include any treatment parameter or

a) itemized bills;
b) medical reports; and 16

sack Smessorat | Pravew  Cancel

c) mileage or parking
expenses.

In the Explain the details of
your request field, update the
detailed narrative in support of
the claim.

When completed, click the
yellow Next button.
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17. Step 4 is Filing Summary and

Signature. This will provide a
summary of all the information
entered for final review prior to
submitting.

18. Provide an electronic signature.

19. Check the attestation box.

20. Click Next.

21. Step 5 is Affidavit of Service.

22

23

24

Under the Serve Party column,
select the parties that require
service.

Click the yellow + Add Service
Recipient button to add any
parties not listed or additional
parties that require service.

Under the Declaration section,
click the box to confirm the
document is true and correct.

Under the Electronic Signature
section, enter the full name of
the requesting user in the Full
Name of Signatory field (this
must match the Campus user
profile name) to sign
electronically.

Amend Dispute

Plzase complete 3l sections t Amend this Dispute

(-]

Identify Parties

Filing Summary & Signature

(]

Identify Claims Document Issues in Dispute Affidavit of Service

17)

Claims Associated to this Dispute

Campus File Number Date of Injury Claim Administrator Claim Number

Selected Claim

CL02-6246-331 5/1/2022 AcquireClaimsummarya11

Related Claims

There are no related claims with the same employee

Parties in Dispute

Michael Tester Requesting Party None identified

UPNORTHINSURANCE Claim Admin ‘One Upper Pond Rd. Suite 4, Parsippany NJ 070541050

Michael Tester Employee 555 Main St, Roseville MN 55113

Uat Firm Co Employer 1235 main Street, Saint Cloud MN 56303

mtesting Insurer 222 Main St, Saint Paul 551189858
Dispute Issue and Document Summary
Dispute Type Number of Issues Document to be filed with DLI Date Processed
Medical 1 Request for Assistance 10/22/2024

Electronic Signature

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, | certify copies of this form and attachments are being sent to the employee, insurer, any attorney(s), the Department
of Labor and Industry and, if racuired, to the departments Vocational Rehabilitation unit (VRU)

l Full Name of Signator, I@

m [ 1 understand that by checking this box, | am legally signing this electranic form and | confirm that the information on this form is true, accurate, and complete to the best of my knowledge I

-

Back Saveas Draft Ereview Cancel

Amend Dispute

Please cor

s to Amend this Dispute.

(/] [/} o o (-]

Identify Claims Identify Parties Document Issues in Dispute Filing Summary & Signature Affidavit of Service

Affidavit of Service
Parties
Selact the parties to serve below. You may update service addresses for parties served via mail. Click the Add Service Recipient button to add parties to the service list

+ Add Service Recipient @

ServeParty | Name Role Address service Method Service Date

(m] Michael Tester Requesting Party ;zzgf“g YS»:N . None N/A
O Michael Tester Employee mtesting223+ee4@gmail. com None
(] Mike Test Attorney mitesting223+attym@gmail.com None
@ (] Mark Para Paralega! Uattestdli+paral0@gmail.com None
O Mike ParaTest Paralega! mtesting223+para@gmail.com None
(] Snow Paralegal Paralega ctesting719+snow@gmail.com None

Uzt Attorney Service of Process Designee for Uat Law Firm Inc Usttestdli+atty@gmail.com None N/A

L ) TemmyGeneral Service of Process Designee for Uat Law Firm Inc Uattestdli+other@gmail.com None N/A

Notice
Upon clicking Submit, Campus will:

+ Create and merge an Affidavit of Service with your filed document
« Send an email to all parties who receive service via Campus

To serve parties by mail you must print a copy of the filad document and your Afidavit of Service

I declare under penalty of perjury that everything that | have stated in this document is true and correct. Minn. Stat. § 358.116 l

Electronic Signature
Please type your First and Last Name a5 they appear on your CAMPUS profile. By signing and dating this form, | certify copies of this form and attachments are being sent to the employee, insurer, any
attorney(s), the Department of Labor and Industry and, if required, to the department's Vocational Rehabilitation unit (VRU).

Full Name of Signatory *
Mountain Attorney

I understand that by checking this box, | am legally signing this electronic form and | confirm that the information on this form is true, accurate, and complete t@ the best of my knowiedge. |

Submit Form Back Cancel Preview Document
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25. Mark the checkbox attesting to
the legality of the signature
and confirm the accuracy of the
document.

26. When completed, click the
yellow Submit Form button.

27. If the submission is successful,
a confirmation page will
display.

This includes links to the dispute
(DS) and the document (DO) that
were created within Campus. This
will also be visible on the user’s
Campus dashboard.

m1 DEPARTMENT OF
LABOR AND INDUSTRY

Campus TEST Environment

Amend Dispute Successfully Submitted!

Confirmation Number: 12849

Click the link to view your new document
DO0-026277-165

A confirmation email has been sent to ctesting7194mountain@gmail.com for your records. You may view your forms

My Form History.
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Rehabilitation or Medical Response

The Rehab/Medical Response webform can only be filed after an RFA has been filed and an administrative
conference is scheduled but has not yet taken place. The form cannot be submitted by the user who initiated
the dispute.

N

1. Onthe main dashboard, click
on the My Disputes tab.

YY) DEPARTMENT OF ) 2 _
LABOR AND INDUSTRY Submita Filing | (K7 Mountain Attorney v

Campus TEST Environment
My Overview

2. Click on the Dispute ID that & Notifications  x casran

requires edits. 3 0 1 9 Upcoming Evnton 82772026, X
Administrati ce
for Disp 272-

Open Claims Upcoming Events New Documents

documents in the
panel to ensure
accuracy.

View details associaf
claims in the My Queue

to your
portal

edit the details of your Revi
nts in the Events portal. Notificati

My Queue

My Events =0
| My Disputes I My Forms = My Rehab Cases My WCCA Cases

October 2024 < >

My Claims]

2

o Dispute ID

Dispute Type Requesting Party  Employee Date of Injury Status h 4

su Mo Tu We Th Fr Sa
Steph Tester: EE-01-
DS-02-6268-631 Medical mtesting 8/1/2023 Pending Review
6173-245 2 1 2 3 4 5
Steph Tester: EE-01-
DS-02-6273-333 Medical Mtesting HCP o 8/1/2023 Pending Review
6173-245 6 7 8 s 10 m o1z
Steph Tester: EE-01-
DS-02-6267-755 Medical Steph Tester 8/1/2023 Pending Review
6173-245
3 1 15 6 17 B 19

3. Onthe dispute’s page, click on
the yellow + Submit Filing
b utto n X Campus TEST Environment

Dashboard - Dispute: DS-00-4268-219

Medical Dispute For: TIMMY TESTING o 3

Dispute Overview ~

m DEPARTMENT OF e
LAB ND INDUSTRY (T Mountain Attorney v

Certified Multiple Claims Managed Care ucwer

Denial of Primary Liabllity ~ Asbestos Claim Minor Employee Deceased

Dispute Details ~

Dispute Type Date Received
Medical 11/20/2019

4. In the Submit a Filing pop-up

window, select Rehab/Medical Submit a Filing ”

Response from the drOp-dOWh Please indicate the type of filing you wish to make. Note that these Filing options are specific to Disputes, will use data from this transaction, and will be )
. associated to this transaction

menu and click the yellow Save

Medical Dispute For: TIMMY TESTING: D5-00-4268-219

button to continue. Plesse indicate the type of filing you wish to make.
The options are:

a) Motion to Intervene;

b) Other Filing; and

c) Rehab/Medical Response.

Filing Name - ]
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9.

On the Dispute Response page,
step 1is Filing Party. Select the
party being represented and
click the yellow Next button to
continue.

Step 2 is Locate Additional
Parties. This is where
intervenors or potential
intervenors are added as
parties on the dispute. To add
one or more parties, click the
yellow + Add Party button.

In the Name field, click the
Lookup tool to select the type
of entity that needs to be
added. The options are:

a) Employer;

b) Insurer;

c) TPA;and

d) Health Care Provider.

In the Lookup window, a
search can be done with any of
the following information:

a) entity name;

b) federal employer
identification number
(FEIN); or

c) address.

Click the yellow Search button.

Dispute Response

sections to file & Dispute Response

Filing Locate Additional Managed Care Plan Dispute Resolution Response to Disputed Issues & Supporting
Party Parties Process Payments Attachments
Filing Party
() stephTester-Employee  (0) UAT Test New- Emplayer () mitesting- Requssting Part
P Next Sawve as Draft Cancel
Dashboard > Dispute Respense
Dispute Response
Please complete all sections to file a Dispute Response.
Filing Locate Additional Managed Care Plan Dispute Resolution Response to Disputed Issues & Supporting
Party Parties Process Payments Attachments
Add any additional parties which should be associated to this Dispute as Potential Intervenors or Intervenors
6
Next  SaveasDraft  Cancel
MName *
Q Lookup
Mame is required
Employer
Insurer
Mext Save as Draft Cance
E TRA
Health Care Provider
Address
—aTETTET Tor TSSUEST

Health Care Provider Lookup

Please provide some information in the fields below to locate the health care provider you are searching for.

fHemh Care Provider Name
ESSGHIIE‘

FEIN

0 Address 1

Address 2

City

State

ZIP Code

Cancel

9 e
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10. In the Results under the
Lookup fields, click the yellow
Select button next to the
correct entity name.

11. The pop-up window will close
and you will return to Step 2,
Locate Additional Parties.
Under the Select Address drop-
down menu, select the correct
address for the entity.

Note: This will auto-populate the
address information in the
appropriate fields.

12. In the Select Role drop-down
menu, select the role of the
entity. The options are:

a) Intervenor; and
b) Potential Intervenor.

Note: If more than one party
needs to be added, repeat steps 6
through 13.

13. When complete, click the
yellow Next button.

Health Care Provider Lookup

Please provide some information in the fields below to locate the health care provider you are searching for.

Health Care Provider Name
Essentia

FEIN

Address 1

Address 2

City

ZIP Code

Clear Cancel

The results below display only the Primary Address associated to an Entity. If you searched for a different address and do not see it in the table, that
means we have it on record as a non-primary address for the entities shown below.

we found too many results matching your search criteria. Please provide additional criteria in the fields above to narrow your results.

Health Care Provider Name Street Address City, State, Zip Status
Essentia Health - Duluth Clinic Active
Essentia Health-32 Ave. Clinic - Neuro Surgery Ac@
Essentia Health-Deer River Clinic Family Practice Active
Dispute Response
Please complete all sections to file & Dis
Filing Locate Additional Managed Care Plan Dispute Resolution Response to Disputed Issues & Supporting
Party Parties Process Payments Attachments
Add any additional parties which should be associated to this Dispute as Patential Intervenors or Intervenors.
=+ Add Party
Name * Select address *
X HC-01-4573-248: Essentia Health - Duluth Clinic QLool 06 Ui Siveel PR IV SR TS "
Address 1 Address 2 ciy state Zip Code
400 E. Third Street DULUTH MN 55805

ﬂ selecrole+

13 SeveasDraft  Cance
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14. Inthe Did the employee
exhaust the Dispute resolution
process for the Managed Care
Plan field, select the answer
that fits best.

a) If Yes—go to step 15.
b) If No— move to step 16.

15. If Yes, click the yellow Next

button.

16. Enter the information in the

following fields:

a) Managed Care Plan Contact
Date;

b) Managed Care Plan Contact
Phone; and

c¢) Name of Managed Care
Plan.

When complete, click the

yellow Next button.

17.

18. Step 3 is Response to Disputed
Issues and Payments. In the
Response to Issue field, select

the appropriate response.

a) If Agree to Requesting
Party Request — go to step
20.

b) If Disagree with
Requesting Party Request
—go to step 19.

Dispute Response

ons to file 3 Dispute Response

(] (-]

Locate Additional
Parties

Filing
Party

Managed Care Plan Dispute Resolution

(-] (4]

Process Payments

Response to Disputed Issues &

Supporting
Attachments

mrmm S T e P M S I

Next Save as Draft Cance

te Response

s to file 2 Dispute Response

(] (]

e

Filing Locate Additional Managed Care Plan Dispute Resolution Response to Disputed Issues & Supporting
Party Parties Process Payments Attachments
Did the employee exhaust the Dispute resolution process for the Managed Care Plan? *
Yes
Next Save as Draft Cancel
Dispute Response
Please complete all sections to file a Dispute Response.

Locate Additional
Parties

Filing
Party

Did the Dispute
No

Managed Care Plan?

Managed Care Plan Dispute Resolution

Process Payments

Response to Disputed Issues &

Supporting
Attachments

@ Managed Care Plan Cantact Name *

Managed Care Plan Contact Phone *

Name Of Managed Care Plan *

©

Ssvessoraft Conce

Dispute Response

ections to file a Dispute Response

(] (-]
Filing
Party

Locate Additional
Parties

Response to Disputed Issues

Please add your response to the issues below.

Issue 1D
15-02-6268-632

Request Type
Service

Managed Care Plan Dispute Resolution
Process

Payments

Benefit at Issue
Equipment

Response to Disputed Issues &

Supporting
Attachments

Issue Type
Lifts (e.g. Hoyer Lift)

Certificate Decision
Pending test

Description

Response to Issue *
Response to Issue is required

Response to Disputed Payments

Please add your response to the disputed payments below.

Next Save as Draft Cance
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19. If the response to the issue is
Disagree with Requesting
Party Request, enter a detailed
reason for the disagreement in
the Reason for Disagreement
to Requesting Party Request
field.

20. When complete, click the

yellow Next button.

21. Step 5 is Supporting
Attachments. Select the parties
that will need to be added to
the affidavit of service. If any
parties are missing, click on the
yellow + Add Service Recipient

button to add a missing party.

Dispute Response

s to file 2 Disps

Filing
Party

Locate Additional
Parties

Response to Disputed Issues

Please add your response to the issues below.

Managed Care Plan Dispute Resolution

Process

Response to Disputed Issues &
Payments

Supporting
Attachments

Issue 1D Request Type Benefitat Issue Issue Type
15-02-6268-632 Service Equipment Lifts (e.g. Hoyer Lift)
Certificate Decision Description Response to Issue +

Pending test Disagree with Requesting Party Request ~

Response to Disputed Payments

Please add your response to the disputed payments below,

eason for Disagreement to Requesting Party Request *

[

Next Save as Draft Cance

ispute Response

Filing
Party

Locate Additional
Parties

Response to Disputed Issues

Please add your response to the issues below.

Managed Care Plan Dispute Resolution

Process

Response to Disputed Issues &
Payments

Supporting
Attachments

Issue 1D Request Type Benefit at Issue Issue Type
15-02-6268-632 Service Equipment Lifts (e.g. Hoyer Lift)
Certificate Decision Description Response to Issue *

pending test -

Save as Draft Cance

Response to Disputed Payments

Please add your response to the disputed payments below.

Dispute Response

file a Disp

Filing Locate Additional Managed Care Plan Dispute Resolution Response to Disputed Issues & Supporting
Party Parties Process Payments Attachments
Affidavit of Service
Parties
Select the parties to serve below, You may update service addresses for parties served via mail. Click the Add Service Recipient button to add parties to the service ist.
+ Add Senvice Recipient
Serve Party Role Address Service Method Service Date
Choose a date *
333 Minny St -
] npl ¥ 10/15/2024 ®  edit Address
/] reph Tester Employee Rozeville, MN 55113 Us Mail re:
(] inow Paralega Paralegal ctesting719+snow@gmail.com None
inow Paralega Service of Process Designee for Mountain Law Firm  ctesting719+snow@gmail.com Electronic 10/15/2024
222 Main St
2 y
[m] testing Raquesting Party oint Paul 551180858 None N/A
r en Insurer Service of Process Designee for mtesting mtesting223+ins@gmail.com None N/A
bishnavi sattagopam Service of Process Designee for mtesting vaishnavicampustesting+insurer@gmail.com None N/A
ke Test Service of Process Designee for mtesting mtesting223+attym@gmail.com None N/A
. 22 Minny St .
[m] AT Test New Employer Rosele, N 55113 None N/A
O ster atty002 Attorney leekstate1 234 +atty002@gmail.com None
o y yoo2eg
ster paraco1 Service of Process Designee for QA Test Law Firm 2 leekstate1 234+paralegaloot@gmail.com None N/A
ster attyD02 Service of Process Designee for QA Test Law Firm 2 leekstate1 234+atty002@gmail.com None N/A
C ster legalo0z Service of Process Designee for QA Test Law Firm 2 leekstate 234+legal002@gmail.com None N/A
Choose a date
sentla Health - Duluth Clinic 400E. Third Strest US Mail 10/15/2024 B EditAddress

DULUTH, MN 55805
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22. Click the Declaration box.

23. Provide an electronic signature.

24. Check the attestation box, then
click the yellow Submit button.

25. If the submission is successful,

a confirmation page will
display.

This includes links to the dispute
and the document number (DO)

that was created within Campus.

This will also be visible on the
user’s Campus dashboard under
the My Forms tab.

Notice

Upon clicking Submit, Campus will

« Create and merge an Affidavit of Service with your filed document
- Send an email to all parties who receive service via Campus

To serve parties by mail you must print a copy of the filed document and your Affidavit of Service.

Declaration

[ 1 declare under penalty of perjury that everything that | have stated in this document is true and correct. Minn. Stat. §358.116 l

Electronic Signature

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, | certify capies of this form and attachments are being sent to the employee, insurer, any attorney(s),
the Department of Labor and Industry and, if required, to the department's Vocational Rehabilitation unit (VRU).

Full Name of Signatory * ]

[ 1 understand that by checking this box, 1 am legally signing this electronic form and I confirm that the information on this form is true, accurate, and complete to the best of my knowledge |

SweasDraft  Preview  Cancel

DEPARTMENT O

N SR WS ey

Campus TEST Envirenment

]

Dispute Response successfully submitted!

Confirmation Number: 12875

A confirmation email has been sent to ctestingF1 3+ mour
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Other filing

The Other Filing option should be chosen when you want to upload a document to the dispute that does not fit

any of the filing options or when additional documents need to be uploaded.

Visual aids

1. From the main dashboard,
under the My Claims tab, click
on the needed file in the
Campus File Number column.

2. From the Claim Details page,
click on the yellow + Submit
Filing button.

3. Inthe Submit a Filing pop-up
window, under the Filing Name
drop-down menu, select Other
Filing.

4. Click the yellow Save button.

m DEPARTMENT OF
LA ND INDUSTRY

bmit a Filing v

Mountain Attorney w

Campus TEST Environment

My Overview

Open Claims

My Disputes

View details associated to your
claims in the My Queue portal

-0 19

Upcoming Events New Documents
View and edit the details of your Review documents in the
events in the Events portal. Notifications panel to ensure
accuracy

My Forms = My Rehab Cases

My WCCA Cases

Campus File Empl/yee
Number

CL-02-6267-749 Tester, Steph

CL-02-6246-331 Tester, Michael

C€L-00-0903-836 TESTING, TIMMY

Employer Claim Admin

UAT Test New

Uat Firm Co

T

Tom Wood EDI
Insurance s/1

UPNORTHINSURAN

MEADOWBROOK
CLAIMS SERVICES

[ Indlude Inactive

Date of Injury

8/1/2023 546312354

5/1/2022

AcquireClaimSumm...

2/27/1980 5654887588

A Notifications X Clear 4l

Upcoming Event on 8/27/2024
Administrative Conference
pute DS-02-6272-

cument
Admin
en filed

My Events

October 2024
Su Mo Tu We Th

29 30 1 2 3

X

Fr

m‘ DEPARTMENT OF
LABOR AND INDUSTRY

Mountain Attorney v

Campus TEST Environment

Dashboard » Claim: CL-02-6267-749

Campus File Number @
026267749

Employer
UAT Test New

Claim Overview
Claim Involved in Dispute

Employee Receiving Indemnity Benefits v

Steph Tester: Injury on 8/01/2023

Op

Employee
Steph Tester

Insurer

mtesting

Claim Denied by Insurer

en

Date of Injury
8/1/2023

Claim Administrator @
Tom Wood EDI Insurance S/I

Employee Returned To Work

Part of Body Injured

Claim Administrator Claim Number @
546312354

Employes Consulted for Vocational Rehab

Submit a Filing

associated to this transaction

mtacting

Steph Tester: Injury on 8/01/2023: CL-02-6267-749

Please indicate the type of filing you wish to make

Filing Name
Other Filing

Tam Wnand ENLInciiranca /1

[FTTEETY]

Please indicate the type of filing you wish to make. Note that these Filing options are specific to Claims, will use data from this transaction, and will be
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5. On the Submit Other Filing
page, under the Upload Your
Filing section, click on the
yellow + Upload Document
button.

6. Inthe Upload Document pop-
up window, select the file(s) by
dragging and dropping them in
the box or by clicking and using
the upload button.

7. Select the Document Type
from the drop-down menu;
select the option that best fits.

Note: If thereis not an option that
fits, select any option, then go to
step 8.

8. Enter a brief Description.

9. Click Upload to continue.

10. Under the Supporting
Attachments section, click on
the yellow + Upload Document
button.

11. In the Upload Document pop-
up window, select the file(s) by
dragging and dropping them in
the box or by clicking and using
the upload button.

12. Select the Document Type
from the drop-down menu;
select the option that best fits.

Note: If there is not an option that
fits, select any option, then go to
step 8.

13. Enter a brief Description.

14. Click Upload to continue.

mﬂ‘ DEPARTMENT OF
LABOR AND INDUSTRY

Campus TEST Environm

Dashboard > Claim: CL-02-6267-740 > Submit Other Filing
Submit Other Filing
o

Filing Details

Upload Your Filing
Piease

prepare your filng offine, and save 35 3 FDF. When you somplete this form, your fiing will be sdded 15 the recard for all parties to see. 1fyou do not s

Upload Document

Document is required

Document Type *

File Type

Supporting Attachments

Fiease upload any documents t support your filing

10 ~+ Upload Document

File Name File Type

|

Upload Document

Document is required




15. After all the documents are —
Electronic Signature
uploaded, fill in the Full Name Dot at e and ety s oo s dapartmanee vacaions Skt ot oy o Coples S i form and sftachments are beng sent o the employees nsurer any atormeytl the

of Signatory field. e

[] | understand that by checking this box. | am legally signing this electranic form and | confirm that the infarmatian on this farm is true, accurate, and complet to the best of my knawiedge. ]

submit  fcance

16. Check the attestation box and
click the yellow Submit button.

17. If the submission is successful, R — |

FYY) DEPARTMENT oF
LABO INDUSTRY Marie Lund ~

a confirmation page will
display.

Campus TEST Environment

This includes a link to the Upload Document To Transaction Successfully Submitted!
document number (DO) created
within Campus. This will also be
visible on the user’s Campus

A confirmation email has been sent to Craymond.dii+Lund@gmail.com for your records. You may view your forms in
dashboard. My Formistory

Confirmation Number: 10941

Click the link to new document:
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Qualified Rehabilitation Consultant filing functions

Rehabilitation firm and provider functions

Rehabilitation provider registration

N

1. Click Submit a Filing in the YY) Pk o

-
LABOR AND INDUSTRY 1 submit a Filing v | LS 2
work ApUS e —

header of the dashboard.

Campus TEST Ei Accessa Case or Claim

My Ove rview Individual Rehab Provider Registration
A Notifications
Initiste 3 Dispute
H No notifications.
2. Select Rehab Provider 0 e m— 0
. .
Registration. ) Rehab Cansultztion Rasort
Open Claims U v Documents
View details associated to your Vie iew docu;
claims in the My Queue portal. { Request for Guidance with an Unreported Injury cations
ac
Respond to Request For Information
Submit Election To Exclude
M ueues Trading Partner Profile Registration _
yQ My Events =0
['\AETGER My Disputes My Forms | vy reksbilitstion Consultation Request
September 2024 < >
WID Lookup [ Include Inactive
Ih Mo Tu We Th Er 2
3. Onthe next screen, click on the I PEcaeriest o
LABOR AND INDUSTRY First Buyer v

Register As drop-down menu.

Campus TEST Environment

Dzshboard > Rehab Provider Registration

Rehab Provider Registration
Registration Details

Registration Type Register As *
Initial Registration -

Register A is required

4. Select the appropriate

Dashboard » Rehab Provider Registration

rehabilitation provider group ] ) )

type to register. Rehab Provider Registration
. Registration Details

The options are: Regtaeratlon Type

a) QRC F”_m; and Initial Registration =

b) Rehab Vendor. QREHm

Company Details Rehab Vendor

Except for individuals and partnerships doing business URGer tNelr own true Tl 1egal TIrst and 135t name(s),

Note: This form can be used for both the qualified rehabilitation consultant (QRC)

firms and rehabilitation vendors.

5. Fillin the Company Details (Lega susinss Name SecretoryofSave Registered )
Legal B e e (O ves No
section for your rehabilitation
provider.
Have you previously applied for registration as a rehabilitation provider in Minnesota or any other state? *
\,

Note: If an existing rehabilitation provider is found with the same FEIN or
Minnesota tax ID number, you will not be able to submit the form.
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10.

11.

12.

13.

Fill in the Insurance Details
section for your rehabilitation
provider.

Under the Office Address List
section, add the address by
clicking on the yellow + Add
button.

In the Office Address pop-up
window, enter the address
information.

Click the yellow Save button to
add the information to the
form.

The pop-up window will close
and the address will appear in
the form. If you need to edit
the address, click on the kebab
menu (three vertical dots) in
the upper right to Edit or
Delete.

Under the Staff Details section,
add staff members by clicking
on the yellow + Add button.

In the Staff pop-up window,
enter at least one primary
contact, one manager and one
qualified rehabilitation
consultant (QRC).

Click the yellow Save button to
add the staff to the form.

Insurance Details

If you have questions regarding the need to obtain workers’ compensation coverage, including exemptions, call the 651.284.5005, aption 3

({ Workers' compensation insurance exemption

Insurer

Q Lookup

Effective Date *
Effective Date

Palicy Number *

Policy Expiration Date *

B Date B

Date is required

Office Address List

Entity Address 1D Address Type

« There must be one primary address defined

Address 1 Address 2 Is outside the US? Zip Code City  County State  Country

No addresses currently added

Office Address

Address Type
Primary Address

[ ]
A

Address 1%

Address 2

[ outside Us
Postal Code *

City * County

State Province

Country

o

- United States /

Office Address List

Entity Address ID Address Type

Staff Details

Rules 5220.1600, subp. 1).

Primary Address

Address 1

12345 Main Street

Provide the following information for ALL management and non-management staff members. At least one management employee must be registered as & qualified rehabilitation coru

+ Add

Address2  Is outsie the US? ZipCode  City County State Country
No 55115 Saint Pau Washington Minnesota United States 101 n

Edit

Delete

staff Details

Rules 5220.1600, subp. 1).

=]

Provide the following information for ALL management and non-management staff members. At least one management employee must be registered as a qualified rehabilitation consultant (Minnesota

staff Name JobTitle  Staff Type Is Part Time Weekly Hours Is Manager Is Primary Contact Office Address staff Email staff Phone
No staff currently added
fl
Staff ¢
First Name * Last Name * Title * Staff Type *

[ 1s Part Time
[ 1s Manager

Office Address *

[1 1s Primary Contact
Staff Email * Staff Phone

13 Cancel
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14.

15

16

17

18

19.

20

21

Under the Supporting

Attachments section, add any

documentation to support your

application for registration.

Examples include:

a) aresume;

b) a list of activities; or

c) license or certification
information.

In the Upload Document pop-
up window, select the file(s) by
dragging and dropping them in
the box or by clicking and using
the upload button.

Under the Document Type
drop-down menu, select the
appropriate option.

Enter a detailed description of
the document or any
information you need to share
with DLI.

Click the yellow Upload
document to add the
information to the form.

Type your full name in the Full
Name of Signatory field (this
must match your Campus user
profile name) to sign
electronically.

Click the checkbox attesting to
the legal signature and

confirming the accuracy of the
document.

Click the Submit Form button
to save and continue.

Supporting Attachments

Any data or information to suppert your application for registration as a qualified rehabilitation consultant (QRC) firm should be attached to this application. Examples indlude your resume, list of actvities or
license/certification information.

Supporting Attachments

File Name File Type Description Remove

Upload Document

S Drag and drop files
or click here

Document is T’EE|LH\'E‘[‘

Cancel

Electronic Signature

| understand that | must notify the department if there is any changs to your workers' compansa

on insurance information or emplayes status.

I authorize the Workers' Compensation Division, Department of Labor 2nd Industry, to make any
misrepresentation may result in rejection of this application or denial of registration.

propriate invastigation of the application and supporting documents. | understand that any omission or

I agree to be bound by all statutes, rules and orders as established by the commissioner and realize that violations may result in the denial or revocation of registration.

| understand that Minnesota Rules 5220.1250 prohibits any ownership or financial relationship of any kind between any registered rehabilitation vendor and qualified rehabilitation consultant firm,
qualified rehabilitation consultant or qualified rehabilitation consultant intern.

I understand that Minnesota Rules 5220.1250 prohibits any ownership or finandial relationship of any kind between any registered rehabilitation vendor and qualified rehabilitation consultant firm,
qualified rehabilitation consultant or qualified rehabilitation consultant intern.

| agree to notify the department within two weeks of the occurrence of any change in the employment status of staff who provide direct services to injured workers under a rehabilitation plan or of staff
memberswho directly supervise those persons. Any branch offica apenings o clasings, as well as any change in the firm address, telephone number or contact person, must be reported to the
department within two weeks of the occurrence (Minn. Rules 5220.1600, subp. 1)

Notica: The information you as an individual provide in this application will be used by Department of Labor and Industry (department) staff membars who raquire the information to detarmine if you
mest the departmant's ragistration/renewal requirements. Minnesots Statutes § 270C.72, subd. 4, requires you to provida your Social Security number and Minnasota tax identification number on this
application. The other information is being requested for purposes of processing your application, With the exception of yaur Social Security number and Minnesota tax identification number, you are not
legally required to supply the data requested on this application. However, failure to provide the requested information may delay the processing of your application ar result in the denial of the same, The
applicatian data will be made part of the departments file far your registration/renewal. Except for yaur name and the address you designated to receive correspandence from the department. the
information you provide on this application is private data while the application is pending. Once you are registered, the application data may become public except for your Sodial Security number and
Minnasots tax identification number. Howaver, disclosura of privats or nonpublic information to othars may accur a5 autharized or required by law, including but ot limitad to the Attorney Genaral's
Office, the Department of Revenue, the Office of Administrative Hearings, upen court arder, and/or far the purpose of verification, state investigations and statistics,

| certify that the information provided on this form is accurate and complete. If | am signing on behalf of a business, | certify that | am authorized to sign on behalf of the business.
| declare under penalty of perjury that everything | have stated in this document is true and correct.

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, | certify copies of this form and attachments are being sent to the employee, insurer, any
attorney(s), the Department of Labor and Industry and, if required, to the department’s Vocational Rehabilitation unit (VRU).

e of Signatory *
fs

atch that
 checking this box, | am legally signing this electronic form and I confirm that the information n this form is true, accurate, and complete to the best of my knowledge.

(1 recig i :
A cnmlmmwcs'gnatufe is required. Please ensure you have populated your name and checked the box to proceed.

| Submit Form Kz 'as Draft Download as PDF Preview Cancel

84



22. After the form is submitted,
mail your registration fee
payment to the address
provided.

23. After your application is
approved, a notification will be
generated by Campus and
appear in Notifications.

24. To view the status of the
submission, go to the My
Forms tab on the dashboard.
After a form has been
approved, its status will change
from Pending Review to
Submitted.

Registration Fee

Your registration has been submitted for review. Please mail your registration fee as a check or money order for $200 payable ta the “Minnesota Department of Labor and
Industry”. Send payment to the department’s Financial Services unit at: Minnesota Department of Labor and Industry. Financial Services, 443 Lafayette Road N.. St. Paul, MN

55155.

Send registration fees as a check or money order for $200 payable to “Minnesota

Department of Labor and Industry” at:

Minnesota Department of Labor and Industry
Financial Services

443 Lafayette Road N.

St. Paul, MN 55155

A Notifications X Clear All

Your Rehab Provider X
Registration submission has

been approved

Form submission 3580

has been approved.

Submit a Filing v

Campus TEST Environment

My Overview

0 0 0

Open Claims Upcoming Events New Documents

det atedt View and edit the detalls of your Review documents in the

sinth Jueve port events in the Events port Notficatic I to ens
My Queues
My Claims My Disputes | [ AR gt I My Rehab Cases
Form Type Associated To Associated ID confirmation ¥

Number
Claim Access Authorization TIMMY TESTING. Injury on 02127119+ ¢, po.p003.836 10/152). Submitted 2813
Rehab Consultation Report Rehab For : Tracey Schmidtbaues RT-02-6273-206 &/7/2024  Submitted 2236
Rehab Provider individual Registration MEYER GERALD E QRC RP-01-2745-687 ubmitte
Reh, rovi Rej Nor 2020 Pending Review 7.
showing (1-4) of 4 1 R

First Buyer v

A Notifications

No notifications.

My Events =
October 2024 «
Su Mo Tu We Th Fr
2 1 2 34
& 7 & 3w m
R T
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Rehabilitation provider registration renewal

e S

1. From the dashboard, click on
the user’s name in the top
right.

2. From the drop-down menu,
select the My Groups option.

There are two ways to access the
rehabilitation provider group.

3. From the My Groups page,
click on the name of the
rehabilitation provider group.

4. From the My Groups page,
click on the kebab menu (three
vertical dots) in the upper right
and select View Group.

5. From the Rehabilitation
Provider Group page, click on
the kebab menu (three vertical
dots) in the upper right and
select Submit Registration.

m‘ DEPARTMENT OF
INDUSTRY

Campus TEST Environment

My Overview

0

Open Claims

View details associated to your
claims in the My Queue portal

‘ Submita Filing v ‘

0

Upcoming Events

View and edit the details of your
events in the Events portal

0

New Documents

Review documents in the
Notifications panel to ensure
accuracy.

o=
\.! 1 First Buyer v

Edit Profile
—
PN vy Groups
A Notifi b
Log out

No notifications

My Groups

=

. ¥{ MEYER GERALD E QRC

Rehab Provider Group

bers

My Permissions

Service of Process Designee

Group Admins

Designated Contact for Information Reguests from DLI

Date Joined

6/6/2024

My Groups

MEYER GERALD E QRC
Rehab Provider Group

1 Members

My Permissions

Service of Process Designee

Group Admins

Designated Contact for Information Requests from DLI

1 D
==

Date Joined

Leave Group

6/6/2024

MEYER GERALD E QRC

Rehab Provider Group: RP-01-2745-687

Rehab Provider Details
Rehab Provider Name
MEYER GERALD E QRC

Rehab Group FEIN
Registration Number
5068

Secretary of State Registered

No

Rehab Provider Group Type
QRC Firm

Minnesota Tax ID

Registration Expiration Date

10/1/2009

Geographic Location

Metro

Worker's Compensation Insurance Policy Information

Associated Employer

ER-01-2581-373: MEYER GERALD E QRC

Rehab Provider Group Status

Inactive Date
8/11/2008

Status
Inactive

SWIFT Customer Number

Registration Status
Expired

Submit Registration

s

SWIFT Sequence Number
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6. On the Rehab Provider
Registration page, under the
Registration Details, the
Registration Type will
automatically populate as a
renewal.

Note: Some fields will populate
based on the rehabilitation
provider’s profile and that
information is not editable.

7. Under the Company Details
section, verify and ensure all
the fields with an * have
information entered.

8. Under the Office Address List
section, verify the information.

9. If any additional office
locations need to be added, do
so by clicking on the yellow +
Add button.

10. If any office information needs
to be edited or deleted, click
on the kebab menu (three
vertical dots) in the upper right
and select Edit or Delete.

11. Under the Staff Details
section, verify the information.

12. If any staff members need to
be added click on the yellow +
Add button.

13. If any staff member
information needs to be edited
or deleted, click on the kebab
menu (three vertical dots) in
the upper right and select Edit
or Delete.

Rehab Provider Registration
Registration Details

pe Register As

QRC Firm 5068

Registration Number

Registration Expiration Date
10/1/2009

Renewal

istration

Company Details
Except for individuals and partnerships doing business under their own true full legal first and last namets), all businesses and assumed names (DBA) must be registered with the Office of the Secretary of

State

Legal Business Name * Secretary of State Registered

MEYER GERALD E QRC () Yes (®) No

FEIN Minnesota Tax D *

If any populated information is not accurate, it can be changed by going into the
Amend My Profile functions.

Office Address List + Add

Entity Address ID Address Type Address 1 Address 2 Is outside the Us? ZipCode City County State Country

3863701 Primary Address 2814 ISLAND VIEW CT No 56301 ST CLOUD Stearns County Minnesota United States

=
Office Address List 9 @
Entity Address ID Address Type Address 1 Address2  Is outside the US? Zip Code  City County State Country
3863701 Primary Address 2814 ISLAND VIEW CT No 56301 STCLOUD  StearnsCounty  Minnesota States -
Delete
Staff Details + Add

Provide the following information for ALL management and non-management staff members. At least ene management employee must be registered as & qualified rehabilitation consultant (Minnesota
Rules 52201600, subp. 1)

Staff Name JobTitle StaffType IsPartTime WeeklyHours IsManager IsPrimaryContact  Office Address staff Email Staff Phone )
GERALD MEYER QRC No 4 No No (320) 309-6636
PATRICIA BERDAN QRC No 20 No No (612) 4351619
First Buyer QRC No No No 2B14ISLANDVIEWCT  ctesting719+QRC@gmail.com (651) 555-1212
7

Staff Details

Provide the following information for ALL management and non-management staff members. At least one management employee must be registered as a qualified rehabilitation consultant (Minnesota
Rules 52201600, subp. 1)

Staff Name Job Title StaffType IsPartTime Weekly Hours Is Manager IsPrimaryContact  Office Address Staff Email Staff Phone

'GERALD MEYER QRC No 40 No No 309-6636
PATRICIA BERDAN QRC No 40 No No (612] 4
First Buyer QRC No No No 2814 1SLAND VIEW CT ctesting719+QRC@gmail.com B51)5!
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14. Under the Supporting

Attachments section, add any

documentation to support your

application for registration.

Examples include:

a) aresume;

b) a list of activities; or

c) license or certification
information.

In the Upload Document pop-
up window, select the file(s) by
dragging and dropping them in
the box or by clicking and using
the upload button.

Under the Document Type
drop-down menu, select the
appropriate option.

Enter a detailed description of
the document or any
information you need to share
with DLI.

Click the yellow Upload
document to add the
information to the form.

Type your full name in the Full
Name of Signatory field (this
must match your Campus user
profile name) to sign
electronically.

Click the checkbox attesting to
the legal signature and

confirming the accuracy of the
document.

Click the Submit Form button
to save and continue.

Supporting Attachments

Any data or information to support your application for registration as a qualified rehabilitation consultant (QRC) firm should be attached to this application. Examples include your resume, list of activities
or license/certification information.

Supporting Attachments

Description Remove

File Name

File Type

Upload Document

S Drag and drop files
or click here

Document is VEE|UH'€(‘

Cancel

Electronic Signature

| understand that | must notify the department if there is any changs to your workers' compansa

on insurance information or emplayes status.

I authorize the Workers' Compensation Division, Department of Labor 2nd Industry, to make any
misrepresentation may result in rejection of this application or denial of registration.

propriate invastigation of the application and supporting documents. | understand that any omission or

I agree to be bound by all statutes, rules and orders as established by the commissioner and realize that violations may result in the denial or revocation of registration.

| understand that Minnesota Rules 5220.1250 prohibits any ownership or financial relationship of any kind between any registered rehabilitation vendor and qualified rehabilitation consultant firm,
qualified rehabilitation consultant or qualified rehabilitation consultant intern.

I understand that Minnesota Rules 5220.1250 prohibits any ownership or finandial relationship of any kind between any registered rehabilitation vendor and qualified rehabilitation consultant firm,
qualified rehabilitation consultant or qualified rehabilitation consultant intern.

| agree to notify the department within two weeks of the occurrence of any change in the employment status of staff who provide direct services to injured workers under a rehabilitation plan or of staff
memberswho directly supervise those persons. Any branch offica apenings o clasings, as well as any change in the firm address, telephone number or contact person, must be reported to the
department within two weeks of the occurrence (Minn. Rules 5220.1600, subp. 1)

Notica: The information you as an individual provide in this application will be used by Department of Labor and Industry (department) staff membars who raquire the information to detarmine if you
mest the departmant's ragistration/renewal requirements. Minnesots Statutes § 270C.72, subd. 4, requires you to provida your Social Security number and Minnasota tax identification number on this
application. The other information is being requested for purposes of processing your application, With the exception of yaur Social Security number and Minnesota tax identification number, you are not
legally required to supply the data requested on this application. However, failure to provide the requested information may delay the processing of your application ar result in the denial of the same, The
applicatian data will be made part of the departments file far your registration/renewal. Except for yaur name and the address you designated to receive correspandence from the department. the
information you provide on this application is private data while the application is pending. Once you are registered, the application data may become public except for your Sodial Security number and
Minnasots tax identification number. Howaver, disclosura of privats or nonpublic information to othars may accur a5 autharized or required by law, including but ot limitad to the Attorney Genaral's
Office, the Department of Revenue, the Office of Administrative Hearings, upen court arder, and/or far the purpose of verification, state investigations and statistics,

| certify that the information provided on this form is accurate and complete. If | am signing on behalf of a business, | certify that | am authorized to sign on behalf of the business.
| declare under penalty of perjury that everything | have stated in this document is true and correct.

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, | certify copies of this form and attachments are being sent to the employee, insurer, any
attorney(s), the Department of Labor and Industry and, if required, to the department’s Vocational Rehabilitation unit (VRU).

e of Signatory *
fs

atch that
 checking this box, | am legally signing this electronic form and I confirm that the information n this form is true, accurate, and complete to the best of my knowledge.

(1 recig i :
A cnmlmmwcs'gnatufe is required. Please ensure you have populated your name and checked the box to proceed.

| Submit Form Kz 'as Draft Download as PDF Preview Cancel
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22. After the form is submitted,
mail your registration fee
payment to the address
provided.

23. After your application is
approved, a notification will be
generated by Campus and

appear in Notifications.

To view the status of the
submission, go to the My Forms
tab on the dashboard. After a form
has been approved, its status will
change from Pending Review to
Submitted.

Registration Fee

Your registration has been submitted for review. Please mail your registration fee as a check or money order for $200 payable ta the “Minnesota Department of Labor and
Industry”. Send payment to the department’s Financial Services unit at: Minnesota Department of Labor and Industry. Financial Services, 443 Lafayette Road N.. St. Paul, MN

55155.

Send registration fees as a check or money order for $200 payable to “Minnesota

Department of Labor and Industry” at:

Minnesota Department of Labor and Industry
Financial Services

443 Lafayette Road N.

St. Paul, MN 55155

A Notifications X Clear All

Your Rehab Provider X
Registration submission has

been approved

Form submission 3580

has been approved.

ago 9

T OF )
INDUSTRY Submita Filing v

Campus TEST Environment

My Overview

0

Open Claims

0

Upcoming Events

View details associated to your View and edit the details of your

claims in the My Queue portal events in the Events portal
My Queues
My Claims My Disputes |RUVASI{UERE My Rehab Cases

Form Type Associated To Associated ID  Last

Updatec

TIMMY TESTING: Injury on 02/27/19.

Status

0

New Documents

Review documents in the
Notifications panel to ensure

accuracy.

Confirmation

A g

Claim Access Authorization ; €L00.0903-836 10/15/20}. Submitted 2813
Rehab Consultation Report Rehab For : Tracey Schmidtbauer RT-02-6273-206 6/7/202 Submitted 2236
Rehab Provider Individual Registration MEYER GERALD E QRC RP-01-2745-687 6/7/202¢]  Submitted 2233
Rehab Provider Registration None 9127/202§  Pending Review ) 2748
Showing (1-4) of 4 1 femsperpage 5O -

First Buyer v

A Notifications

No notifications.

My Events =0

October 2024 <

» 0 1 2 3 4 s

s 7 & 9w u u
B 15 16 7 w1
Y S S VR S
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Individual rehabilitation provider functions

QRC and QRC intern initial registration

e R

1. From the dashboard, click on N Sepaenror 09
Submit a Filing.

Submit a Filing v ‘ First Buyer v
L ——

Campus TEST Environment Access 3 Case or Claim

My Overview 9 T —
A Notifications
2. Inthe drop-down menu, select
. . . No notifications
Individual Rehab Provider Opject o enilty
. . . Rehab Consultation Report
Registration. Open Claims U ~ Documents
Rehab Provider Registration [
View details associated to your Vie fiew documents in the
claims in the My Queue portal | Request for Guidance with an Unreported Injury  cations panel to ensure
accuracy.
Respond to Reguest For Information
Submit Election To Exclude
M Trading Partner Profile Registration
y Queues My Events = 0
My Disputes = My Forms | vau rehabilitstion Consultstion Request
October 2024 < >
WID Lookup [ Include Inactive
Su Mo Tu We Th Fr sa
3. Onthe Rehab Provider Rehab Provider Individual Registration
Individual Registration page, in Registration Details
Please make selections for the following registration details:
the Register As field, select the g; ”;, ]
QRC - Initial -
QRC or QRC Intern option.
Applicant Details
Plegze ooy wine information,
. . First Name * Middie Name Last Name +
4. In the Register Type field, First Buyer
ope . Phone Type * Phone Country * Phone Number * Extension
Select the Inltlal Optlon. " - United S!u[‘iﬁf~1! - (651) 555-1212 E

5. Under the Applicant Details
section, ensure all fields with
an * have information entered.

6. Under the Home Address Home Address

section, verify personal

information and ensure all
fields with an * have @' 07 ouside us
information entered.

< United States

7. Under the Public Mailing S J

Address section, enter the QRC (“M& ~N
firm’s business address.

Address 2
[] Outside US
Postal Code * City* County *
State Province * Country
\ - United States J
o -4
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10.

11.

12.

13.

Verify the pre-filled
information and ensure all
fields with an * have
information entered.

Under the Firm Details section,
in the Rehab Provider Firm
field, use the Lookup tool to
locate the firm.

In the Rehab Provider Group

Lookup, the fields that can be

searched are:

a) Rehab Provider Group
Name;

b) FEIN; or

c) Address.

After the information is
entered click the Search
button.

The results will display under
the Search button. Locate the
appropriate Rehab Provider
Group Name and select it by
clicking on the Select button.

This will close the search
window and bring you back to
the registration form.

The selected firm information
will populate. Prior to moving
forward, ensure all fields with
an* have information entered.

Work Email Address *
ctesting719+QRC@gmail.com

QRC Number *

Applicant’s Minnesota Tax D Number

QRC Expiration Date
432 6/1/2026

Firm Details

Rehab Provider Firm *

Firm Phone Type * Firm Phone Country *

Firm Number

Firm Phone Number *

Firm Phone Extension

ext.

Employer's Address *

city State

Zip Code

Rehab Provider Group Lookup

Please provide some information in the fields below to locate the rehab provider group you are searching for

Rehab Provider Group Name FEIN \

Address 1

Address 2

City State ZIP Code y
-

Clear Cancel

Results

The results below display only the Primary Address associated to an Entity. If you searched for a different address and do not see itin the
table, that means we have it on record as a non-primary address for the entities shown below.

We found too many results matching your search criteria. Please provide additional criteria in the fields above to narrow your

Rehab Provider Group Name

MILLER JEFF QRC

COMPALLIANCE QRC, LLC

MEYER GERALD E QRC

NORRIS CAROL QRC INC

LIDKE KURT QRC

Cancel

Street Address

6314 112THPLN

PO BOX 22114

2814 ISLAND VIEW CT

16526 W 78TH 5T STE 315

5645 MEADOW DR SE

City, State, Zip

CHAMPLIN, Minnesota
55316

EAGAN, Minnesota
55122

ST CLOUD, Minnesota
56301

EDEN PRAIRIE, Minnesota
55346

ROCHESTER, Minnesota
55904

Status

Active

Inactive

Inactive

Inactive

Inactive

Select
Select
Select
Select

Select

Firm Details

Rehab Provider Firm

X RP-01-2740-138: MILLER JEFF QRC

Firm Number

Firm Phone Type * Firm Phone Country *

Firm Phone Number *

Firm Phone Extension
ext.

Employer's Address *

city state

CHAMPLIN MN

2ip Code
55316
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14.

15

16

17

18

19

20.

21

Under the Certifications
section, check all the boxes
that apply.

Under the Supporting

Attachments section, add any

documentation to support your

application for registration.

Examples include:

a) aresume;

b) a list of activities; or

c) licensor certification
information.

In the Upload Document pop-
up window, select the file(s) by
dragging and dropping them in
the box or by clicking and using
the upload button.

Select the Document Type
from the drop-down menu.

Enter a brief Description.
Click Upload to continue.

Type the QRC’s full name in the
Full Name of Signatory field
(this must match the Campus
user profile name) to sign
electronically. Click the
checkbox attesting to the legal
signature and confirming the
accuracy of the document.

Click the yellow Submit
button.

Certifications

Professional Licanse, Certification, Registration (check all that 2pply)
[J cre [J coms

[ CrRN [ ot

Attach a current copy of each license, certification, or registration

Supporting Attachments

If you are applying for reinstatement of registration, you must provide verification of all of the fallowing (Minn. Rules 5220.1500, subp. 4):

A current certification as required by Minn. Rules 5220.1400;

8. attendance at the most recent update session or a recording of that session;

C. documentation of cantinuing education requirements as provided by Minn. Rules 5220.1500, subp. 33

D. payment of any applicable late faes if the applicant failed to notify the commissioner that registration renewal was not being sought; and

E. if the applicant has been on inactive status or has failed to renew registration for more than twe years, the applicant must alse complete an erientation training session before acceptance is final.

D]

File Name File Type Description Remove

Upload Document

4 Drag and drop files
= or click here

Documentis required

Signature

1 authorize the Workers' Compensation Division, Department of Labor and Industry, to make any appropriate investigation of the application and supporting documents. | understand that any emission
or misrepresentation may result in rejection of this application or denial of registration.

1 agree to be bound by all statutes, rules and orders as established by the commissioner and realize that violations may result in the denial or revocation of registration

1 understand that Minn. Rules 52201250 prohibits any ownership or financial relationship of any kind between any registzred rehabilitation vendor and qualified rehabilitation consuitant firm, qualified
rehahilitation consultant or qualified rehabilitation consultant intern.

1 agree to notify the department immediately of any change in my employment status (Minn. Rules 5220.1400, subp. 5). If there is a change in my employment status, | will notify all parties to the case on
wihich | am the assigned QRC intern as to whom the reassignment will be made (Minn. Rules 5220.1801, subp. 9K(2)).

I certify that | am a full-time resident of Minnesota or | live no more than 100 miles by road from the Minnesota border (Minn. Rules 5220.1400, subp. 5).

Notice: The infarmation you a5 an individual provide in this application will be used by Department of Labor and Industry (department) staff members who require the information to determine If you
meet the department’s registration/renewal requirements. Minnesota Statutes § 270C.72, subd. 4, requires you to provide your Social Security number on this application. The other information is being
requested for purpases of processing your application. With the exception of your Social Security number, you are not legally required to supply the data requested on this application. However, failure
to provide the requested infarmation may delay the processing of your application ar result in the denial of the same. Tha application data will be made part of the department's file for your
registration/renews|. Except for your name and the address you designated to receive correspondence from the department, the information you provide on this application is private data while the
application is pending. Once you are registered, the applicatien data may become public except for your Social Security number. However, disclosure of private or nonpublic infermation to others may
accur as autharized or required by law, including but not limitad to the Attarney General's Offics, the Department of Revenue, the Office of Administrative Hearings, upon court order, and/or for the
purpose of verification, state investigations and statistics.

1 declare under penalty of perjury that everything | have stated in this document is true and correct

Any person who, wiith intent to defraud, receives workers' compensation benefits to which the person is not entitled by knowingly misrepresenting, misstating or failing to disclose any material fact is
guilty of theft and shall be sentenced pursuant to Minn. Stat. § 609.52, subd. 3.

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, I certify copies of this form and attachments are being sent to the employee, insurer, any
attorney(s), the Department of Labor and Industry and, if required, to the department's Vocational Rehabilitation unit (VRU).

| ull Name of Signat

[ 1 understand that by checking this box, | am legally signing this electronic form and | confiim that the information on this form is true, accurate, and complete to the best of my knowledge. |

Signature Date

10/17/2024 [a)

e:" Submit Form | Save as Draft Cancel
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22. After the form is submitted,
mail your registration fee
payment to the address
provided.

23. After your application is
approved, a notification will be
generated by Campus and
appear in Notifications.

To view the status of the
submission, go to the My Forms
tab on the dashboard. After a form
has been approved, its status will
change from Pending Review to
Submitted.

Registration Fee

Your registration has been submitted for review. Please mail your registration fee as a check or money order for $200 payable ta the “Minnesota Department of Labor and
Industry”. Send payment to the department’s Financial Services unit at: Minnesota Department of Labor and Industry. Financial Services, 443 Lafayette Road N.. St. Paul, MN

55155.

Send registration fees as a check or money order for $200 payable to “Minnesota

Department of Labor and Industry” at:

Minnesota Department of Labor and Industry

Financial Services
443 Lafayette Road N.
St. Paul, MN 55155

A Notifications X Clear All

Your Rehab Provider x
Registration submission has

been approved

Form submission 3580

has been approved.

15 howrs ago 9

YY) DEDARTMENT OF
LABOR AND INDUSTRY

Campus TEST Environment

My Overview

Open Claims Upcoming Events

0

New Documents

View details associated to your View and edit the details of your Review documents in the
claims in the My Queue portal events in the Events portal Notifications panel to ensure
accuracy
My Queues
My Claims =~ My Disputes |IIUVALIUER | My Rehab Cases
Form Type Associated To Associated ID  Last Status Confirmation
Updatec Number
Claim Access Authorization TIMMY TESTING: Injury on 02’27”5’ €L-00-0903-836 10/15/20). Submitted 2813
Rehab Consultation Report Rehab For : Tracey Schmidtbauer  RT-02:6273-206 6/7/2024]  Submitted 2236
Rehab Provider Individual Registration MEYER GERALD E QRC RP-01-2745-687 6/7/202 Submitted 2233
Rehab Provider Registration None 127/202  Pending Review J2748

Showing (1-4) of 4 1

items per page 50

First Buyer v

& Notifications

No notifications.

My Events =B

October 2024 < >

» % 1 2 3 4 s

6 7 & 9w u n
B w15 6w w1
0 o 2 B 2w B %
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QRC and QRC intern registration renewal

e R

1. From the dashboard, click on Y CEragrueny oF 1

LABOR AND INDUSTRY Submit a Filing v ‘ Oy First Buyer v
. e WORK COMP CAMFUS -
Submit a Filing. _ ——
Campus TEST Environment Access 3 Case or Claim
My Overview e Individual Rehab Provider Registration l
A Notifications
2. Inthe drop-down menu, select
. . . No notifications.
Individual Rehab Provider ovietta Peraly
. . X Rehab Consultation Report
Registration. Open Claims U v Documents
Rehab Provider Registration [
View details associated to your Vie fiew documents in the
claims in the My Queue portal. | Reqguest for Guidance with an Unreported Injury  cations panel to ensure
accuracy.

Respond to Request For Information

Submit Election To Exclude

My Queues Trading Partner Profile Registration

My Events = 0
My Disputes | My FOrms | vy Rehabilitation Consultation Request
October 2024 < >
WID Lookup [ Include Inactive
Su Mo Tu We Th Fr sa
3. On the Rehab Provider Rehab PYovider Individual Registration
) ° H H Registration Details
Individual Registration page, in Registra o g
ease make selections for the following registration details:

the Register As field, select the e[g';';‘"““ ,][;‘j;;;'w';{“' ]
QRC or QRC Intern option.

Applicant Details

Please provide the following information.

. Middle Name Last Name * h
4. Inthe Register Type field, = =2
X Phone Type * Phone Country * Phone Number * Extension
Select the Renewal Opt|on. +  United States (+1) ~  (651)555-1212 E
J

5. Under the Applicant Details,
ensure all fields with an * have
information entered.

6. Under the Applicant Details Home Address
section, verify personal (e N
information and ensure all
fields with an * have Q R
information entered.

State Province * Country
~  United States

7. Under the Public Mailing S J

Address section, enter the QRC /Pw% ~N
firm’s business address.

Address 2
[] outside US
Postal Code * city* County *
state Province * Country
\ - United States y,
- ~d
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10.

11.

12.

13.

14.

15.

Verify the pre-filled
information and ensure all
fields with an * have
information entered.

Under the Firm Details section,
in the Rehab Provider Firm
field, the current firm
information will populate.

Prior to moving forward, verify
and ensure all fields with an *
have information entered.

Under the Certifications
section, check all the boxes
that apply.

Under the Supporting

Attachments section, add any

documentation to support your

application for registration.

Examples include:

a) aresume;

b) a list of activities; or

c) licensor certification
information.

In the Upload Document pop-
up window, select the file(s) by
dragging and dropping them in
the box or by clicking and using
the upload button.

Select the Document Type
from the drop-down menu.

Enter a brief Description.

Work Email Address *
ctesting719+QRC@gmail.com

QRC Number * QRC Expiration Date
432 6/1/2026

Applicant’s Minnesota Tax D Number

Firm Details 9

Rehab Provider Firm * Firm Number

5068

X RP-01-2745-687: MEYER GERALD E QRC Q Lookup

Firm Phone Type * Firm Phone Country * Firm Phone Number *

- United States (+1) T

Firm Phone Extension

Employer's Address *
2814 ISLAND VIEW CT =

city State Zip Code
ST CLOUD MN 56301

Firm Details
Rehab Provider Firm * Firm Number

X RP-01.2745-687: MEYER GERALD E QRC Q Lookup 5068

e —— Firm Phone Country * oL L
+  United States (+1) ~ -

Firm Phone Extension

Employer's Address *
2814 ISLAND VIEW CT -

City State 2ip Code
ST CLOUD MN 56301

Certifications

Professional License, Certification, Registration (check all that apply)
[J cre [J coms

[] CRRN [Jotr

Attach a current copy of each license, certification, or registration

Supporting Attachments

If you are applying for reinstatement of registration, you must provide verification of all of the following (Minn. Rules 5220.1500, subp. 4):
A current certification as required by Minn. Rules 5220.1400;

8. attendance at the most recent update session or a recording of that session;

C. documentation of continuing education requirements as provided by Minn. Rules 5220.1500, subp. 33;

D. payment of any applicable late fees if the applicant failed to notify the commissioner that registration renewal was not being sought; and

12

File Name File Type Description

E. if the applicant has been on inactive status or has failed to renew registration for more than two years, the applicant must also complete an erientation training session before acceptance is final.

Remove

Upload Document

Drag and drop files
or click here

I+

Documentis required

Cancel
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16. Click Upload to continue.

17. Type the QRC’s full name in the
Full Name of Signatory field
(this must match the Campus
user profile name) to sign
electronically. Click the
checkbox to attest the legal
signature and confirm the
accuracy of the document.

18

Click the yellow Submit
button.

19. After the form is submitted,
mail your registration fee
payment to the address
provided.

Signature

I autherize the Workers' Compensation Division, Department of Laber and Industry, te make any appropriate investigation of the application and supporting documents. | understand thatany omission
or misrepresentation may result in rejection of this application or denial of registration

I agree to be bound by all statutes, rules and orders as established by the commissioner and realize that violations may resultin the denial or revocation of registration.

| understand that Minn. Rules 5220.1250 prahibits any ownership or financial relatianship of any kind between any registered rehabilization vendor and qualified rehabilitation consultant firm, qualified
rehabilitation consultant or qual\:ed rehabilitation consultant intern.

| agree to notify the department immediately of any change in my employment status (Minn. Rules 5220.1400, subp. 5). If there is a change in my employment status, | will notify all parties to the case an
which | am the assigned QRC intern as to whom the reassignment will be made (Minn. Rules 5220.1801, subp. 9K(2))

I certify that | am  full-time resident of Minnesota or | live no more than 100 miles by rozd from the Minnesota border (Minn. Rules 5220.1400, subp. 5).

Notice: The information you as an individual provie in this application will be used by Department of Labor and Industry (department) staff members who require the information to determine if you
meet the department's registration/renewal requirements. Minnesota Statutes § 270C.72, subd. 4, requires you to provide your Social Security number on this application. The other information is being
requested for purposes of processing your application. With the exception of your Social Security number, you are not legally required to supply the data requested on this application. However, fai
to provide the requested information may delay the pracessing of your application or rasultin the denial of the sama. The application data will be made part of the department's file for your
registration/renewal. Excapt for your name and the address you designatad to receive correspendence fram the department, the information you provide an this application is private data while the
application is pending. Once you are registered, the application data may become public except for your Sacial Security number. However, disclasure of private or nonpublic infarmation to athers may
occur as authorized or required by law, including but net limited to the Attorney General's Office, the Department of Revenue, the Office of Administrative Hearings, upon court order, and/or for the

purpose of varification, state investigations and statistics

| declare under penalty of perjury that everything | have stated in this document is true and correct

guilty of theft and shall be sentenced pursuant to Minn. Stat. § 609.52, subd.

attorney(s), the Department of Labor and Industry and, if required, to the department's Vacational Rehabilitation unit (VRU).

Full Name of Signatory *

Any person who, with intent to defraud, receives workers’ compensation benefits to which the person is not entitled by knowingly misrepresenting, misstating or failing to disclose any material fact is

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, | certify copies of this form and attachments are being sent to the employee, insurer, any

[ I understand that by checking this box, | am legally signing this electronic form and | confirm that the information en this form is true, accurate, and complete to the best of my knowledge. I

Signature Date

10/17/2024 (aa]

‘!:ﬂ Submit Form | Save as Draft Cance

Registration Fee

Your registration has been submitted for review. Please mail your registration fee as a check or money order for $200 payable to the “Minnesota Department of Labor and

Industry”. Send payment to the department's Financial Services unit at: Minnesota Department of Labor and Industry, Financial Services, 443 Lafayette Road N., St. Paul, MN
55155.

Send registration fees as a check or money order for $200 payable to “Minnesota
Department of Labor and Industry” at:

Minnesota Department of Labor and Industry
Financial Services

443 Lafayette Road N.

St. Paul, MN 55155
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20. After your application is
approved, a notification will be
generated by Campus and
appear in Notifications.

A Notifications % Clear All

Your Rehab Provider X
Registration submission has
been approved

Form submission 3580
has been approved.

15 hours ago 9

To view the status of the
submission, go to the My Forms
tab on the dashboard. After a form

has been approved, its status will ”"m

change from Pending Review to # Notifications

SU bmittEd. 0 0 0 No notifications.

FYY) DEDARTMENT OF )
L D INDUSTRY First Buyer v

Open Claims Upcoming Events New Documents
View details associated to your View and edit the details of your Review documents in the
claims in the My Queue portal. events in the Events portal Notifications panel to ensure
accuracy.
My Queues =
y My Events =0
My Claims My Disputes |IUVEASIGUER] My Rehab Cases
October 2024 < >
Form Type Associated To Associated ID  Last Status Confirmation ctober
Updatag Su Mo Tu We Th Fr Sa
Claim Access Authorization TIMMY TESTING: Injury on 02’27”} €L-00-0903:836 10/15/20). Submitted 2 a1 2 3 4 s
Rehab Consultation Report Rehab For : Tracey Schmidtbaver ~ RT-02-6273-206 6/7/2024]  submitted 2236
6 7 8 3 1w u u
Rehab Provider Individual Registration MEYER GERALD E QRC RP-01-2745-687 6/7/2024]  Submitted 2233
Rehab Provider Registration None 9/27/202  Pending Review 2748 a u s 1 oy .
Showing (1-8) of 4 1 temsperpageso -
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QRC and QRC intern change of employment

e S

From the dashboard, click on
Submit a Filing.

In the drop-down menu, select
Individual Rehab Provider
Registration.

On the Rehab Provider
Individual Registration page, in
the Register As field, select the
QRC or QRC Intern option.

In the Register Type field,
select the Change of
Employment option.

Under the Applicant Details,
ensure all fields with an * have
information entered.

Under the Home Address
section, verify personal
information and ensure all
fields with an * have
information entered.

Under the Public Mailing
Address section, enter the QRC
firm’s business address.

m‘ DEPARTMENT OF
LABOR AND INDUSTRY 1 ‘

Campus TEST Environment

Submit a Filing v |

Access a Case or Claim

My Overview

(2 |

Individual Rehab Provider Registration ]

0

Open Claims U

View details associated to your Vie
claims in the My Queue portal

My Queues

[VAeET Bl My Disputes My Forms D

Initiate a Dispute

Object to Penalty

0

~ Documents

Rehab Consultation Report
Rehab Provider Registration
fiew documents in the
Request for Guidance with an Unreported Injury  jcations panel to ensure
accuracy.
Respond to Request For Information
Submit Election To Exclude
Trading Partner Profile Registration

VRU Rehabilitation Consultation Request

WID Lookup

[ include Inactive

First Buyer v

A Notifications

No notifications.

My Events

October 2024

Su Mo Tu We

Th

sa

Rehab Provider Individual Registration

Registration Details

Please make selections for the following registration details

(4]

Register As * Register Type *
QRC - [Change of Employment -

Applicant Details

Please provide the following information.

First Name *
First

Middle Name

Last Name *
Buyer

Phone Type *

Phone Country *
~  United States (+1) =

Phone Number *
(651) 555-1212

Extension

Home Address

Address 2

Q [ Outside US

Postal Code *

City* County *

State Province *

Country
- United States

-

Public Mailing Address
(Anmrsﬂ -

Address 2

[] outside Us

Postal Code *

City* County *

State Province *

\

Country
- United States

~
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Verify the pre-filled

information and ensure all

Work Email Address *

ﬁeIdS Wlth an * have ctesting719+QRC@gmail.com
information entered. P 67112026

Applicant’s Minnesota Tax D Number

Under the Firm Details section, Firm Details

field, use the Lookup tool to

Firm Phone Number * Firm Phone Extension

ext.

locate the new firm.

Employer's Address *

in the Rehab Provider Firm [ s Number

. In the Rehab Provider Group

searched are:
a) Rehab Provider Group

Lookup, the fields that can be :
Rehab Provider Group Lookup

Please provide some information in the fields below to locate the rehab provider group you are searching for.

J

Rehab Provider Group Name FEIN

Name;
b) FEIN; and
c) Address.

Address 1

Address 2

. . . City State ZIP Code y
. After the information is -
entered, click the Search B
button.
Results
. The results will d|sp|ay under The results below display only the Primary Address associated to an Entity. If you searched for a different address and do not see itin the

table, that means we have it on record as a non-primary address for the entities shown below.
the SearCh bUtton‘ Locate the We found too many results matching your search criteria. Please provide additional criteria in the fields above to narrow your res
appropriate Rehab Provider

Rehab Provider Group Name Street Address City, State, Zip Status

Group name and SeIeCt It by MILLER JEFF QRC 6314 112THPLN CHAMPLIN, Minnesota Active Sl
. . 55316
clicking on the Select button.
COMPALLIANCE QRC, LLC PO BOX 22114 EAGAN, Minnesota Inactive Select
55122
Thls WI” CIose the SearCh MEYER GERALD E QRC 2814 ISLAND VIEW CT ST CLOUD, Minnesota Inactive select
. . 56301
window and bring you back to
H H MNORRIS CAROL QRC INC 16526 W 78TH ST STE 315 EDEN PRAIRIE, M 2S0ta I tive
the registration form. N cenag nnesa racte Select
LIDKE KURT QRC 5645 MEADOW DR SE ROCHESTER, Minnesota Inactive select
55904
N—
Cancel

Firm Details

. The selected firm information R S0
will populate. Prior to moving

forward, ensure all fields with
. . Employer's Address *
an * have information entered. =

City State 2ip Code
CHAMPLIN MN 55316
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14.

15

16

17

18

19

20.

21

Under the Certifications
section, check all the boxes
that apply.

Under the Supporting

Attachments section, add any

documentation to support your

application for registration.

Examples include:

a) aresume;

b) alist of activities;

c) license or certification
information; or

d) change of employment
documentation.

In the Upload Document pop-
up window, select the file(s) by
dragging and dropping them in
the box or by clicking and using
the upload button.

Select the Document Type
from the drop-down menu.

Enter a brief Description.
Click Upload to continue.

Type the QRC’s full name in the
Full Name of Signatory field
(this must match the Campus
user profile name) to sign
electronically. Click the
checkbox attesting to the legal
signhature and confirming the
accuracy of the document.

Click the yellow Submit
button.

Certifications

Professional Licanse, Certification, Registration (check all that 2pply)
[J cre [J coms

[ CrRN [ ot

Attach a current copy of each license, certification, or registration

Supporting Attachments

If you are applying for reinstatement of registration, you must provide verification of all of the fallowing (Minn. Rules 5220.1500, subp. 4):

A current certification as required by Minn. Rules 5220.1400;

8. attendance at the most recent update session or a recording of that session;

C. documentation of cantinuing education requirements as provided by Minn. Rules 5220.1500, subp. 33

D. payment of any applicable late faes if the applicant failed to notify the commissioner that registration renewal was not being sought; and

E. if the applicant has been on inactive status or has failed to renew registration for more than twe years, the applicant must alse complete an erientation training session before acceptance is final.

D]

File Name File Type Description Remove

Upload Document

1+ Drag and drop files
= or click here

Document is required

Signature

| authorize the Workers' Compensation Division, Department of Labor and Industry, to make any appropriate investigation of the application and supporting documents. | understand that any omission
or misrepresentation may result in rejectian of this application or denial of registration

I agree to be bound by all statutes, rules and orders as established by the commissioner and realize that violations may result in the denial or revocation of registration

I understand that Minn. Rules 52201250 prohibits any ownership or financial ralationship of any kind between any registarad rehabilitation vendor and qualified rehabilitation consultant firm, qualified
rehabilitation consultant or qualified rehabilitation consultant intern.

1 agree to notify the department immediately of any change in my employment status (Minn. Rules 5220.1400, subp. 5). If there is a change in my employment status, | will notify all parties to the case on
wihich | am the assigned QRC intern a5 to whom the reassignment will be made (Minn. Rules 5220.1801, subp. 9K(2))

I certify that | am a full-time resident of Minnesots or | live no more than 100 miles by road from the Minnesota border (Minn. Rules 5220.1400, subp. 5).

Notice: The infarmation you as an individual provide in this application will e used by Department of Labor and Industry (department) staff members who require the information to determine if you
meet the departments registration/renewal requirements. Minnesota Statutes § 270C.72, subd. 4, requires you to provide your Social Security number on this application. The other information is being
requested for purpases of processing your application. With the excaption of your Social Sacurity number, you are not legally required to supply the data requestad on this application. However, failure
o provide the requested infermation may delay the processing of your application or result in the denial of the same. The application data will be made part of the department's file for your
registration/renews|. Excapt for your name and the address you designated to receive correspondance from the department, the information you provide on this application is private data while the
application is pending. Once you are registered, the spplication data may become public except for your Social Security number. However, disclosure of private or nonpublic infarmation to others may
occur as authorized or required by law, including but not limited to the Attorney General's Office, the Department of Revenue, the Office of Administrative Hearings, upon court order, and/or for the
purpose of verification, state investigations and statistics

I declare under penalty of perjury that everything | have stated in this decument is true and correct.

Any person who, with intent to defraud, receives workers' compensation benefits to which the person i not entitled by knowingly misrepresenting, misstating or failing to disclose any material fact is
guilty of theft and shall be sentenced pursuant to Minn. Stat. § 609.52, subd. 3.

Please type your First and Last Name a5 they appear on your CAMPUS profile. By signing and dating this form, | certify copies of this form and attachments are being sent to the employee, insurer, any
attorney(s), the Department of Labor and Industry and, if required, to the department's Vocational Rehabilitation unit (VRU).

Full Name of Signatory *

[[] 1 understand that by checking this box, | am legally signing this electronic form and | confirm that the information on this form is true, accurate, and complete to the best of my knowledge. I

Signature Date

10/17/2024 o)

e:" Submit Form | Save as Draft Cancel
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Registration Fee

22. After the form is submitted,
Your registration has been submitted for review. Please mail your registration fee as a check or money order for $200 payable to the “Minnesota Department of Labor and

mail your registration fee
Industry”. Send payment to the department’s Financial Services unit at: Minnesota Department of Labor and Industry. Financial Services, 443 Lafayette Road N.. St. Paul, MN

payment to the address 55155.
provided.

Send registration fees as a check or money order for $200 payable to “Minnesota
Department of Labor and Industry” at:

Minnesota Department of Labor and Industry
Financial Services

443 Lafayette Road N.

St. Paul, MN 55155

23. After your application is
approved, a notification will be
generated by Campus and ST T 1Y ”

appear in Notifications. Registration submission has
been approved

Form submission 3580
has been approved.

15 howrs ago 9

A Notifications X Clear All

To view the status of the () PRy e
submission, go to the My Forms CanpRIESTEn iR ed:
My Overview
tab on the dashboard. After a form 4 Notifications
. . No notifications.
has been approved its status will 0 0 0
change from Pendlng Review to Open Claims Upcoming Events New Documents
submitted_ View details associated to your View and edit the details of your Review documents in the
claims in the My Queue portal. events in the Events portal. Notifications panel to ensure
M ueues
vQ My Events =0
My Claims =~ My Disputes |IIUVALIUER | My Rehab Cases
Form Type Associated To Associated ID  Last status Confirmation R <
Updatec Number Su Mo Tu We Th Fr Sa
Claim Access Authorization T METIE (s i 02/27/15’ CL-00-0903-836 10/15/204. Submitted 2813 29 30 1 2 3 4 5
Rehab Consultation Report Rehab For : Tracey Schmidtbauer RT-02-6273-206 6/7/202 Submitted 2236
s 7 s s om o w w
Rehab Provider Individual Registration MEYER GERALD E QRC RP-01-2745-687 6/7/202 Submitted 2233
Rehab Provider Registration None 9/27/202¢ Pending Review 2748 P 14 s 16 . © 1
Showing (1-4) of 4 1 ftems per page 50 - w wm o= m s B
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Rehabilitation forms

Rehabilitation Consultation Reports

The purpose of the rehabilitation consultation is for a QRC to determine an injured worker’s eligibility for
statutory rehabilitation services. The QRC files the Rehabilitation Consultation Report (RCR) with DLI and
distributes it to the parties within 14 days of the initial meeting.

Filing an RCR

I =

1. From the dashboard, click st e (@[~ | ® o
Submit a Filing in the drop- o
Campus TEST Environment Access 3 Case or Claim
down menu. My Overview
A Notifications
Initiate a Dispute
No notifications
2. Inthe drop-down menu, select 0 Objecto Peralty 0
1 . ehab Consultation Report
Rehab Consultation Report. Open Claims g i - J v Documents
Rehab Provider Registration
View details associated to your Vie fiew documents in the
claims in the My Queue portal Request for Guidance with an Unreported Injury  jcations panel to ensure
Respond to Request For Information . g
Submit Election To Exclude
My Queues Trading Partner Profile Registration My Events _ D
My Disputes = My Forms 1 vru rehabilitation Consultation Request
WID Lookup O include Inactive October 2024 <
Su Mo Tu We Th Fr Sa
3. On the Rehab Consultation Rehab Consultation Report (RCR)
Report (RCR) page, step 1 is ° e
Locate a Claim. Pick one of the Locate a claim Report Details
groups of information and s ol et ane o e flning 55 f Ffrmaion, Al f r o i gcuping s g gt o0 e 355031, s cntacth Vit Worrs Compersdon
. L. Hotlina at 651.284.5005, option 3 or 2mail us 2t helpdesk.dli@state. mn.us.
enter it for the injured worker
authorization being requested. wo
Note: If you are unsure of the WID Empleyee ol | o | et or | Emloees 2
number, there are instructions on
the DLI website.
Cancel
4. Click Next to proceed to the

webform. (The button will
highlight after information is
entered.)

If a matching claim is not found,
you will be prompted to enter
additional information about the
claim to proceed with the RCR
filing.
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10.

11.

Step 2 is Report Details. The
associated claim information
will automatically populate.

Enter the information for the
Claim Representative. Ensure
all fields with an *have
information entered.

Under the Employee Details
section, enter the injured
worker’s phone number in the
Phone Number field.

Under the Employer Details
section, click the yellow + Add
Contact button to add a
contact person for the
employer.

In the Add Employer Contact
pop-up window, a contact can
be added by selecting a known
contact in the drop-down
menu field or by entering
information in all the fields
with an *.

Click the yellow Save button to
add the information to the
form.

Under the QRC Details section,
verify the information shown is
correct.

Rehab Consultation Report (RCR)

Locate a Claim

Claim Details

Please provide the following information. Q Q

Report Details

Campus File Number Date of Injury Claim Admin Claim Number Claim Representative First Name * Claim Representative Last Name *
CL-00-0903-836 2/27/1980 5654887588 R Fi R th

Claim Representative Phone Numb...

Employee Details
WID Number Employee
EE-00-2695-898 TIMMY TESTING

Employee Address
123 MAIN ST

City state Zip Code
STPAUL MN 55101

Phone Number *
(763) 555-1212

Employer Details
T

No contacts are currently listed for this emplayer.

Insurer Details
Insurer Name Insurer Address
ABC INSURANCE GROUP

8

Add Employer Contact

You can either select a known contact or add a contact by completing the fields below

|

Select a known contact

Contact First Name * Contact Last Name * Contact Phone Number *

Address Line1 *

Address Line2

Postal Code City * State Province *

10

Cancel

QRC Details
QRCName Rehab provider Group Firm
First Buyer MEYER GERALD E QRC

Rehab Provider Group Address
2814 ISLAND VIEW CT ST CLOUD MN (Primary Address)

QRCNumber QRE Firm Number
432 5068

QRC Phone Number *
(651)555-1212
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12. Under the Qualification Details
section, answer all the
qguestions and select an option
under the eligibility statement.

13. Under the Narrative Report
section, provide a narrative in
the Narrative Report field or by
attaching a document in the
attachment section.

Note: A narrative report must be

entered to submit the form.

14. Under the Rights and
Responsibilities section, click
the yellow + Upload Document
button to upload the rights and
responsibilities document.

The Department of Labor and
Industry has a Rehabilitation Rights
and Responsibilities of the Injured
Worker form that can be used.

15. Under the Supporting
Attachments section, click the
yellow + Upload Document
button to attach any additional
documentation.

16. Under the Affidavit of Service
section, select the Parties to
serve by clicking the applicable
checkboxes.

17. If any parties are missing, click
the yellow + Add Service
Recipient button to add
parties.

ualification Details
n my opinion, the employee is precluded or likely to be precluded in engaging from the employee’s usual and customary occupation or from engaging in the job the employee held at the m\
o

In my opinion, the employee is reasonably expected to return to suitable gainful employment with the date-of-injury employer.

O no () ves
In my opinion, the employee is reasonably expected to return to suitable gainful through the provision of rehabili services, considering the treating physician's opinion on the employee's work
ability.

) No Yes

I have consulted with the date-of-injury employer regarding the above issues.
ONo O Yes

ility Statement
apinion the

Eligil
- and eligible for rehabilitation

ces at this time according to Minn. Rules 5220.010C

my opinion the emplayee is not a qua

y and s not eligible
e parties have informed me that they wish to initiate statutory rehabilitation services at this time /

rehabilitation services at this time according to Minn. Rules 522

Narrative Report
Please provide a Narrative either by filling out the field below or attaching a document in the provided attachment section
e o 1 — imiede diieo

Narrative Report *

=+ Upload Document

File Name File Type Description Remove

Rights and Responsibilities

The Rights and Responsibilities must be received by the Department of Labor and Industry prior to closing the rehab case

+ Upload Document

(

File Name File Type Description Remove

Note: This document must be received by the Department of Labor and Industry prior
to closing the rehab case.

Supporting Attachments

QRC: This form and a narrative report must be received by the Departmy
Rehabilitation Plan (R-2) must be developed and circulated to the partie:

bor and Industry within 14 days of the initial rehab consultation date (Minn. Rule 5220.0130). f the employee is eligible for rehabilitation services, a
hin 30 days of the initial meeting and filed with the Department within 45 days of the initial meeting (Minnesota Rule 5220.0410).

bout the info
der telephon

raged to contact

flitation Request

Qualified Rehabilitation Consultant (QRC) and insurer to dist
the Department.

y Concerns. If your concerns are not

s’ compensation benefits to which the persen is not entitied by knowingly misrepresenting, misstating, or failing to disclose any material factis guity of theft and shall be
DIVISION 3.

o M ota S
1 <+ Upload Document

File Name File Type Description Remove

Affidavit of Service
Parties

Select the parties to serve below. You may update service addresses for parties served via mail. Click the Add Service Recipient button to add parties to the service list

~+ Add Service Racipient @

(Serve Farty ) Name Role Address ServiceMethod  Service Date
D TIMMY TESTING Employee Other None N/A
O Mountain Attorney Attorney ctesting719+mountain@gmail.com None
O Snow Paralegal Paralegal Ctesting719+snow@gmail.com None

Snow Paralegal Senviee of Process Designee for Mountain Law Firm Ctesting7 19+snow@gmail.com None N/A
@ O T Employer Other None N/A
[m] Test Builder /1 Insurer Other None NiA
[} Annual Tester Adjuster Uattestdli+acir2@gmail.com None
O ABC INSURANCE GROUP Claim Admin Other None NiA
(] Annual Tester Other Representative N/A None
Annual Tester Senvice of Process Designes for ABC INSURANCE GROUP Usttestdli+acir2@gmail.com None NA
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18. Under the Declaration section,
check the box attesting to the
accuracy of the document.

19. Under the Electronic Signature
section, enter the QRC'’s full
name in the Full Name of
Signatory field (this must
match the Campus user profile
name) to sign electronically.
Mark the checkbox attesting to
the legality of the signature
and confirming the accuracy of
the document.

20. In the Initial Rehab
Consultation Date, enter the
date of the initial consultation.

21. When completed, click the
yellow Submit Form button.

22. If the submission is successful,
a confirmation page will
display.

This includes links to the document
number (DO) that was created
within Campus. This will also be
visible on the user’s Campus
dashboard under the My Forms tab
and the new file will display under
the My Rehab Cases tab.

Notice
Upon dlicking Submit, Campus wil

+ Createand mergean A
« Send an email to all parti

it of Service with your filed document
ve service via Campus

To serve parties by mail you must print a copy of the filed document and your Affidavit of Service.

Declaration

‘!I! [ 1 declare under penalty of perjury that everything that | have stated in ths document is rue and correct. Minn. tat. 5 358.116 |

Electronic Signature

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, I certify copies of this form and attachments are being sent to the employee, insurer, any attorney(s), the Department of
Labor and Industry and, if required, to the departments Vocational Rehabilitation Unit (VRU)

@ Full Name of Signatory * |

[ 1 understand that by checking this box, | am legally signing this electronic farm and | confirm that the information on this form s true, accurate, and complete to the best of my knowledge. ||

0
Initial Rehab Consultation Date * I

Download PDF Preview Cancel

1 B Back  SaveasDraft

First Buyer ~

Campus TEST Environment

Rehab Consultation Report Successfully Submitted!

Confirmation Number: 12839

Click the ligk to vigw gedocument:

D0-02-6277-132

A confirmation email has been sent to ctesting

a0 for your records. You may view your forms in

LQRC@a
My_Form History.
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Filing an amended RCR

Visual aids

1. From the dashboard, click on oo R o [ | T ©
the My Rehab Cases tab. T

My Overview
A Notifications
2. Under the Rehab Transaction 0 0 0 o nogtasons
ID cqumn, locate and click on Open Claims Upcoming Events New Documents
the RT flle, Whlch IS the View details associated to your View and edit the details of Review documents in the
claims in the My Queue portal events in the Events portal. Notifications panel to ensure
originally filed RCR.
L QUIET=S — My Events =0
My Claims My Disputes My Forms | IUVELELRe:ELH |
Rehab Employee Associated Insurer QRe initial Rehab  Date of Injury  Status v October 2024 <2
Transaction ID Claim ID Consultation Su Mo Tu We Th Fr Sa
Date
w w1 2 s 4 s
Schmidtbauer,
RT-02-6273-206 CL-02-6269-364 First Buyer 6/6/2024 3/12/2024 Open
Tracey
RT-02-6277-131 | TESTING, TIMMY CL-00-0903-836 First Buyer 10/17/2024 2/27/1980 Open ¢ ’ ¢ ° * " ”
Showing (1-2) of 2 1 e s pegpazelo - " WL ~
3 In the Rehab 5ummary page Dashboard = Vo Rehab Case: RT-02-6277-131
. 7
click on R-Form Details->. ety TESTING o 3 + s
Rehab Summary
hosigned QRC Rehab rovider Firm
First Buyer MEYER GERALD E QRC
ctaim 1 Dateof Injury
CL-00-0903-836 2/27/1980
4. Inthe R-Form Details pop-up
R-Form Details x
window, click the RCR drop- ’
Submit or Amend an R-Form
down menu. [ Rer
‘ Submitted -
‘ R-2 -
Retraining Plan -
PPR
R-3 -
‘ R8
‘ Next Cancel

Submitted

Submitted

5. Inthe drop-down menu, select
the Amend option.

106



6. When selected, click the yellow
Next button.

7. Onthe Amend Rehab
Consultation Report (RCR)
page, the information from the
original filing will be
automatically populated.

8. Under the Qualification Details
section, answer all the
guestions and select an option
under the eligibility statement.

R-Form Details

Submit or Amend an R-Form

RCR
Amend

Retraining Plan

PPR

R-3

R8

Cancel

Dashboard > Amend Rehab Consultation Report (RCR)

Amend Rehab Consultation Report (RCR)

Claim Details

Please provide the following information.

Campus File Number Date of Injury Claim Admin Claim Number Claim Representative First Name Claim Representative Last Name.

CL-00-0903-836 2/27/1980 5654887588 Jason Aldean
Employee Details
WID Number Employee
EE-00-2695-898 TIMMY TESTING
Employee Address
123 MAIN ST
city state 2ip code
STPAUL MN 55101

Phone Number
(763) 555-1212

Employer Details
T

Contact Name
Kelly Clarkson

Phone Number
(555) 555-5678

Insurer Details
TEST BUILDER S/I

Insurer Address

QRC Details
QRC Name
First Buyer

Rehab Provider Group Firm
MEYER GERALD E QRC

Rehab Provider Group Address
2814 ISLAND VIEW CT ST CLOUD MN (Primary Address)

QRC Number QRC Firm Number
432 5068

Claim Representative Phone Number
(555)555-1234

occupation or

ualification Details
in my opinion, the employee is permanently precluded or likely to be permanently precluded in engaging from the employee's usual and
of injury.

In my opinion, the employee is reasonably expected to return to suitable gainful employment with the date-of-injury employer.

In my opinion, the employee is reasonably expected to return to suitable gainful
ability.
O No (O Yes

No Yes

through the provision of

1 have consulted with the date-of-injury employer regarding the above issues.

O no O ves

ility Statement
() Inmy opinion the employee is a qualified employee and eligible for rehabilitation services at this time according to Minn. Rules 5220.0100, subp.22

() Inmy apinion the emplayee is not a qualified emplayee and is not eligible for rehabilitation services at this time according to Minn. Rules 5220.0100, subp.22

( The parties have informed me that they wish to initiate statutory rehabilitation services at this time

in the job the employee held at the (m“

services, considering the treating physician's opinion on the employee's wark
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9. Under the Narrative Report
section, provide a narrative in
the Narrative Report field or by
attaching a document in the
attachment section.

Note: An updated narrative report
must be added.

10. Under the Rights and
Responsibilities section, click
the yellow + Upload Document
button to upload the rights and
responsibilities document.

If this was previously uploaded, go
to step 11.

11. Under the Supporting
Attachments section, click the
yellow + Upload Document
button to attach any additional
documentation.

12. In the Do you want to
distribute this document field,
select the answer that fits best.
a) If Yes—go to step 13.

b) If No— move to step 16.

13. If Yes, the Distribute
Electronically section will
appear. Under the Send to
Party column, select the parties
that should be served
electronically via email.

14. Under the Distribute Manually
section, the parties that cannot
receive the document
electronically will be listed.
Select the parties to be served

by mail.

Narrative Report

Please provide a Narrative either by flling out the field below or attaching 2 document in the provided attachment section

[ Narratve Report

+ Upload Document

File Name File Type

Description

File Name File Type Description Remove
Rights and Responsibilities
The Rights and Responsibilities must be received by the Department of Laber and Industry prior to closing the rehab case
+ Uploa
Remove

Note: This document must be received by the Department of Labor and Industry prior

to closing the rehab case.

The Department of Labor and Industry has Rehabilitation Rights and Responsibilities
of the Injured Worker form that can be used.

Supporting Attachments

r have questions.

Employee:
250y rtment at placeno

resolved,

ith intent to defraud, receives
Statutes 609.52, SUBDIVISION 3.

11, T

File Name

Do You Want to Distribute This Document?
O o (O ves

QRC: This form and  narrative report must be received by the Department of Labor and Industry within 12 day;
Rehabilitation Plan (R-2) must be developed and circulated to the parties within 30 days of the initial meeting and fles

ut the information
telephone, or req)

d on this form, you are encouraged
termination by filing a Rehabilitatio

File Type

he initial rehab consultation date (Minn. Rule 5220.0130]. If the employea s eligible for rehabilitation services, 2

ith the Department within 45 days of the initial meeting (Minnesota Rule 5220.0410).

alified Rehabilitation Consultant (QRC) and insurer to discuss any concerns. If your concerns are not

ers' compensation benefits to which the person is not entitled by knowingly misrepresenting, misstating, or failing to disclose any material fact is guilty of theft and shall be sentenced

Description Remove

Do You Want to Distribute This Document?

O No @ Ves

Distribute Electronically

Name
Mountain Attorney
Snow Paralegal
Annual Tester
Annual Tester
Snow Paralegal

Distribute Manually
The partie:
Send to Party

O

Name

MEYER GERALD E QRC

Upon submit, all selected parties willreceive an email notifying them of the document

Role
Attorney, TIMMY TESTING

Paralegal, TIMMY TESTING

Service of Process Designee, Test Builder S/1
Adjuster, ABCINSURANCE GROUP

Service of Process Designee, Mountain Law Firm

low cannot receive this document electronically through Campus

Role

Rehab Provider

@ (1] | attest that 2 copy of this form has been provided to all requird parties. |

Address
ctesting719+mountzin@gmail. com
ctesting719+snow@gmail com
Uattestdi+acir2@gmail.com
Usttestdii+acir2@gmail.com

ctesting?19+snow@gmail.com

Address

2814 1SLAND VIEW CT, ST CLOUD MN 56301
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15. Mark the box attesting the
form has been provided to all
required parties.

16. Under the Electronic Signature
section, enter the QRC’s full
name in the Full Name of
Signatory field (this must
match the Campus user profile
name) to sign electronically.
Mark the checkbox attesting to
the legality of the signature
and confirm the accuracy of the
document.

17. When completed, click the
yellow Submit Form button.

18. If the submission is successful,
a confirmation page will
display.

This includes links to the
Associated ID (RT) and document
number (DO) that were created
within Campus. This will also be
visible on the user’s Campus
dashboard under the My Forms tab
and the new file will display under
the My Rehab Cases tab.

Electronic Signature

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, | certify copies of this form and attachments are being sent to the employee, insurer, any attorney(s), the Department of Labor and

nd, if required, to the department’s Vocational Rehabilitation unit (VRU)

by checking this box, | am legally signing this electronic form and | confirm that the information on this form is true, accurate, and complete to the best of my knowledge. |

Save as Draft Download PDF Preview Cancel

FY)) DEPARTMENT OF
LA NDUSTRY

Campus TEST Environment

Amend Rehab Consultation Report Successfully Submitted!

Confirmation Number: 12840

Associated ID: RT-02:6277-131

Click the link to view your new document:

D0-02-6277-135

A confirmation email has been sent to ctesting719+QRC@gmail.com for your records. You may view your forms in

Ty £orm History.

First Buyer v
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R-2 Rehabilitation Plan

After filing the Rehabilitation Consultation Report determining an employee is eligible for vocational

rehabilitation services, the QRC will use the information obtained to develop the R-2 Rehabilitation Plan with the
injured worker. the rehabilitation plan must be developed with the employee within 30 days and filed within 45
days of finding them eligible, as required by Minnesota Rules part 5220.0410. The employee’s signature is

requested on this form.

e

1. From the dashboard, click on
the My Rehab Cases tab.

2. Under the Rehab Transaction
ID column, locate and click on
the RT file, which is the RCR
originally filed.

3. Onthe Rehab Summary page,
click on R-Form Details->.

4. Inthe R-Form Details pop-up
window, click the R-2 drop-
down menu.

FYY) DEEARTMENT oF TEEE——
LABOR AND INDUSTRY Submita Filing v

Campus TEST Environment

My Overview

Open Claims Upcoming Events New Documents
View details associated to your View and edit the details of your Review documents in the
claims in the My Queue portal events in the Events portal. Notifications panel to ensure

My Queues

My Claims My Disputes My Forms | lUVEGHELEeLEH |

Rehab Employee Associated Insurer
Transaction ID Claim ID

Initlal Rehab  Dateof Injury  Status Y
Consultation
Date

Schmidtbauer,
Tracey

6/6/2024 3/12/2024 Open

€L-02-6269-364 First Buyer

RT-02-6273-206

10/17/2024 2/27/1980 Open

€L-00-0903-836 First Buyer

RT-02-6277-131 | TESTING, TIMMY

Showing (1-2) of 2 1 Items per page 50

A Notifications

No notifications.

My Events = [

October 2024 <

2 @ 1 2 3 a
6 7 8 o 1w n
13 w15 16 17 8

Dashboard > Voc Rehab Case: RT-02-6277-131

Rehab For: TIMMY TESTING

Rehab Summary

Assigned QRC

First Buyer
Claim 1D Date of njury
CL-00-0903-836 2/27/1980

Open 3 RForm Detais=> |+ submit Filing

VocRehabCase: RT-02:6277-131 =

R-Form Details

Submit or Amend an R-Form

RCR

[ R-2

Retraining Plan

R-3

R8

No R-Forms can be submitted once inactivated.

Next Cancel
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5.

6.

7. On the Rehabilitation Plan (R2)

In the drop-down menu, select
the Submit option.

When selected, click the yellow
Next button.

page, step 1 is Rehab Details.
The associated claim
information will automatically
populate.

Enter the information for the
Claim Representative. Ensure
all fields with an *have
information entered.

Under the Employee Details
section, enter the injured
worker’s phone number in the
Phone Number field.

R-Form Details

Submit or Amend an R-Form

RCR

Submit

PPR

R-3

R&

No R-Forms can be submitted once inactivated.

Cancel

R-Form Details

Submit or Amend an R-Form

RCR

R2
Submit

Retraining Plan

R-3

R8

No R-Forms can be submitted once inactivated.

[ Next Cancel

Rehabilitation Plan (R2)

provide the following

Rehab Details Q Services Provided

Attachments and Instructions

(3]

CL-00-0903-836 2/27/1980 5654887588

Claim Rep Last Name * Phone Number *
N/A (000) 000-0000

Claim Details
Campus File Number Date Of njury Claim Admin Claim Number [ Claim Rep Firs Name *
N/A

Employee Details

WID Number Employee

EE-00-2695-898 TIMMY TESTING

Employee Address
123 MAIN ST

city state Zip Code
STPAUL MN 55101

Phone Number *
Phone Number
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10.

11.

12.

13.

14.

15.

Under the Employer Details
section, click the yellow + Add
Contact button to add a
contact person for the
employer.

In the Add Employer Contact
pop-up window, a contact can
be added by selecting a known
contact in the drop-down
menu field or by entering
information in all the fields
with an *.

Click the yellow Save button to
add the information to the
form.

Under the Occupation Details
section, ensure all fields with

an * have information entered.

After all the information is
entered, click the yellow Next
button.

Step 2 is Services Provided.
Under the Initial Evaluation
Report section, provide a
narrative in the Initial
Evaluation Report field or by
attaching a document by
clicking the yellow + Upload
Document button.

Note: An initial evaluation report
must be entered to submit the
form.

16.

17.

Under the Services Provided
section, ensure all fields with

an * have information entered.

If needed, additional service
categories can be added by
clicking the yellow + Add

Employer Details
T

Insurer Details
Insurer Name
ABC INSURANCE GROUP

No contacts are currently listed for this employer.

10

Insurer Address

prTTEeT

Add Employer Contact

You can either select a known contact or add a contact by completing the field< bgk

Select a Known Contact

—0

P

o

fContact First Name *

Contact Last Name *

Phone Number *

Address Line1 *

Address Line2

Postal Code City * State Province *
- /
12 B3 Cancel
—
QOccupation Details @
Gecupation At Time Of Injury * Preinjury AWW * Occupational Demands *
Job at Date of njury * Employee’s Current Work Status * Vocational Goal
Highest Grade Completed * Employee May Require an Interpreter * Initial Rehab Consultation Date:
10/17/2024
QRC Comments
4
bW nec | smeasoet cancel
— [y
Rehabilitation Plan (R2)
Please provide the following information

Rehab Details

Services Provided

Initial Evaluation Report

Please provide an Initial Evaluation Report either by filling out the field below or attaching 2 document in the provided attachment section. Your Intial Evaluation Report should include: Medical status, Vocational history, educational
history, social history, relevant economic factors, transferable skills, employment barriers, and recommendations.

Initial Evaluation Report *
itial Evaluation Report

Attachments and Instructions

tion Repart s requirs

e when no atachment s provided

+ Upload Document

File Name File Type Description Remove
Services Provided

List only the services to be provided at this time.

Service Category * Description * Projected Cost * Projected Completion Date * @ 18
00 - Rehab Consultation Consultation to determine eligibility. Eligibility Determination $ Projected C 10/18/2024 [ua] —

Projected Cost s required

<y 17

Total Projected Cost: $0.00
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18.

19.

20.

21.

22.

23.

24,

button.

Lines can also be removed by
clicking the red Remove
button.

In the Employee Comments
field, enter any comments by
the injured worker.

After all the information is
entered, click the yellow Next
button.

Step 3 is Attachments and
Instructions. Under the
Responsibilities section, review
the information listed.

Under the Supporting
Attachments section, click the
yellow + Upload Document
button to add any additional
documentation to the form.

Under the Electronic Signature
section, enter the QRC’s full
name in the Full Name of
Signatory field (this must
match the Campus user profile
name) to sign electronically.
Mark the checkbox attesting to
the legality of the signature
and confirm the accuracy of
the document.

Read through the information
under: R-2 Rehabilitation Form
Information; Instructions to
QRC completing the R-2
Rehabilitation Plan form; and
From the Dictionary of
Occupational Titles -
Definition Trailer Abridged
sections.

20 Back  SaveasDraft  Cancel

Rehabilitation Plan (R2)

ease provide the fo nformation

Rehab Details Services Provided Attachments and Instructions

Responsibilities @
:mployer/insurer responsibilities: Minnesota Statutes § 176.102, subd. 9, and Minnesota Rules 5220.1900, subp. 1g \
- P bly re w

- Filethe R2 form a
proposed a change i the pia
- ifal signatures are not obtined w

r evidence the plan was sentto each nonsigning party.

Employee responsibilities

- Cooperate with all parties involved and make a good faith effort to participate in the renabilitation plan.
« Attend scheduled activities and appointments, and adhere to reasonable medical advice.

To the parties

ch disagree with the plan you have 15 days from the receipt of the proposed plan to resolve the disagreement or object to the proposed plan. The objection must be filed with the department on a Rehabilitation Request form. /

Supporting Attachments

File Name File Type Description Remove

Electronic Signature

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, | certify copies of this form and attachments are being sent to the employee, insurer, any attorney(s), the Department of
Labor and Industry and, if required, to the department's Vocational Rehabilitation unit (VRU).

Full Name of Signatory *

(] | understand that by checking this bo, | am legally signing this electronic form and | confirm that the information on this form is true, accurate, and complete to the best of my knowledge. ||

Initial Rehab Consultation Date
10/17/2024
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25. Under the Do you want to
distribute this document field,
select the answer that fits best.
a) If Yes—go to step 26.

b) If No—move to step 29.

26. If Yes, the Distribute
Electronically section will
appear. Under the Send to
Party column, select the
parties that should be served

electronically via email.

27

Under the Distribute Manually
section, the parties that cannot
receive the document
electronically will be listed.
Select the parties to be served
by mail.

28

Mark the box attesting the
form has been provided to all
required parties and click the
yellow Submit Form button.
29. If No, click the yellow Submit

Form button.

Note: There is a Save as Draft
option if signatures or additional
information is needed. This will
allow for the form to be saved in
the My Forms tab on the
dashboard.

R-2 Rehabilitation Form Information
Rehabilitation plan privacy and confidentiality

Privae or confidentia da you supply ontis form wilbe sed to process your vorers compensztion claim, The data il be used by Department of Labor and Industy staffmembers who have authorized access to the 0t and
may be used for state investigations and statistics. You may refuse to supply the data, but if you refuse, your claim may be delayed or denied, or the form may be returned to you. The data will be made part of the departments file for
your claim and may be supplied to: anyone who has access to the file or the data by authorization or court order; the employer and insurer for your dlaim; the Office of Administrative Hearings; the Workers' Compensation Court of
Appeals; the Departments of Revenue and Health; and the Workers' Compensation Reinsurance Association.

Rehabilitation form availability
“This form and access to the slectronic submission format is located at wi

w.dli.min.gov/WC/WeForms asp. The form can be male available in different formats, such as large print, Braille or audio. To request, call (placeholder).

Intent to commit fraud

Any person who, with intent to defraud, receives workers' compensation benefits to which the person is not entitled by knowingly misrepresenting, misstating or failing to disclose any material factis guitty of theft and shall be
sentenced pursuant to Minn. Stat. § 609.52, subd. 3.

Instructions to QRC completing the R-2 Rehabilitation Plan form

Purpose: The Rehabilitation Plan form documents the services propased to be provided to the employee by the QRCand the responsibilities of the QRC, insurer and employee. The form also instructs the parties about how to proceed
ifthere is a dispute regarding the plan and gives information about data privacy and confidentiality. See Minn. Rules 5220.0410.

Instructions for Occupation Details: Enter information about the job the employes had at the time of injury and the physical demands of the job. See Dictionary of Occupational Titles physical demands and strength ratings
description.

Service codes and descriptions: See Minn. Rules 52200100 for service code definitions. However, for service codes 104 and 10B the statutary definition of job development in Minn. Stat. § 176.102, subd. 5, amends the definitions in
Minn. Rules 52200100, subps. 16 and 18, a5 provided below.

= Service code 10A: “Job development” means systematic contact with prospective employers resulting in opportunities for interviews and employment that might not therwise have existed and includes identification of job leads
and arranging for job interviews. Job development facilitates  prospective employer's consideration of a qualified employee for employment. See Minn. Stat. § 176.102, subd. 5(b), for the maximum number of hours and weeks of
job develapment services for dates of injury on or after October 1, 2013

Service code 108: “Job placement” means activities that support a qualified employee's search for wark induding the preparation of a client to conduct an effective job search and communication of information about the labor
market, programs ar laws offering employment incentives and the qualified employee’s physical limitations and capabilities as permitted by data privacy laws

List only the services to be provided during the R-2 plan period. In the description column specfy the activities to be performed within the service category. Enter the projected cost and projected completion date for each of the
services. The rehabilitation consultation service category has been pre-filled. Enter the actual Rehabilitation Consultation Report form invoice total in the box marked “Total projected cost.

: Review these instructions with the employee.

signature block: The QRC, employes and insurer representative sign here. If & QRC intern is completing the R2 form, the QR intern's supervisor must alse sign the form before it is forwarded to the parties for their review

From the Dictionary of Occupational Titles - Definition Trailer Abridged

Strength rating (strength) - The Physical Demands Strength Rating reflects the estimated overall strength requirement of the job, expressed in terms of the letter corresponding to the particular strength rating, It represents the
strength requirements which are considered to be important for average, successful work performance

S-sedentary work - Exerting up to 10 pounds of force occasionally (occasionally: activity or condition exists up to 113 of the time) and/or a negligible amoun of force frequently (frequenty: activity or condition exists from 173 to 2/3 of
the time) to lift, carry, push, pull, or otherwise move objects, including the human body. Sedentary work invaives sitting most of the time, but may involve walking or standing for brief periods of time. Jobs are sedentary if walking and
standing are reqired only occasionally and all other sedentary criteria are met.

Light work - Exerting up to 20 pounds of force occasionally, and/or up to 10 pounds of force frequently, and/or a negligible amount of force constantly (constantly: activity or condition exists 2/3 or more of the time) to move objects
Physical demand requirements are in excess of those for sedentary work. Even though the weight litted may be only a negligible amount, a job should be rated light work: (1) when it requires walking or standing to a significant degres;
or (2) when it requires sitting most of the time but entails pushing and/or pulling of arm or leg controls; and/or (3) when the job requires v at a production rate pace entailing the constant pushing and/er pulling of materials even
though the weight of those matarials is negligible. Note: The constant stress and strain of maintaining a production rate pace, especially in an industrial setting, can be and is physically demancling of a worker even though the amount
of force exerted is negligible.

-medium work - Exerting 20 to S0 pounds of force occasionally, andfor 10 to 25 pounds of force fraquently, and/or greater than negiigible up to 10 pounds of force constantly to move objects. Physical demand requirements are in
excess of those for light worl

H-heavy wark - Exerting 50 to 100 pounds of force occasionally, and/or 25 te 50 pounds of force frequently, and/or 10 to 20 pounds of force constantly to move objects. Physical demand requirements
mediurn work

rein excess of those for

Vavery heavy work — Exerting in excess of 100 pounds of force oceasional
excess of those for heavy work. (See www.occupationalinfo.org/appendx

y, and/or in excess of 50 pounds of force frequently, and/or in excess of 20 pounds of force constantly to move objects. Physical demand requirements are in
htmi#STRENGTH for additional information.)

'Do You Want to Distribute This Document?
O no O ves

Do You Want to Distribute This Document?
O No (@ Yes

Distribute Electronically
Upon submit, all selected parties will receive an email notifying them of the document.

Send to Party Name Role Address
a Mountain Attorney Attorney, TIMMY TESTING ctesting719+mountain@gmail.com
O Snow Paralegal Paralegal, TIMMY TESTING ctesting719+snow@gmail. com
Annual Tester Service of Process Designee, Test Builder §/1 Usttestdli+acir2@gmail com
Annuzl Tester Adjuster, ABC INSURANCE GROUP Usttestdli+acirz@gmail com
Snow Paralegal Senvice of Process Designee, Mountain Law Firm Ctesting719+snow@gmail.com
Distribute Manually

The parties below cannot receive this document electronically through Campus.

Send to Party Name Role Address

a
@rg ey

MEYER GERALD E QRC Rehab Provider 2814 ISLAND VIEW CT, ST CLOUD MIN 56301

is form has been provided to all required parties. |

Do You Want to Distribute This Document?
® o () ves
-

Submit Form

Back Save as Draft Download PDF Preview Cancel
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30. If the submission is successful,
a confirmation page will
display.

This includes links to the
Associated ID (RT)and the
document number (DO) that were
created within Campus. This will
also be visible on the user’s
Campus dashboard under the My
Forms tab and the new file will
display under the My Rehab Cases
tab.

First Buyer v

Campus TEST Environment

Rehab Plan Successfully Submitted!

Confirmation Number: 12841

Click the link to view your new document:
D0-02-6277-138

A confirmation email has been sent to ctestingZ194QRC@amail.com for your records. You may view your forms in

Wy Form History.
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R-3 Rehabilitation Plan Amendment

QRCs develop an R-3 Rehabilitation Plan Amendment with injured workers. They file it with the Department of
Labor and Industry and distribute it to parties to the claim to let them know of any changes to the plan,
including if a new QRC is taking over the case. Multiple R3s can be filed over the lifetime of a case. The
employee’s signature is requested on this form.

e

1. From the dashboard, click on
the My Rehab Cases tab.

2. Under the Rehab Transaction
ID column, locate and click on
the RT file, which is the RCR
originally filed.

3. Inthe Rehab Summary page,
click on R-Form Details=>.

4. Inthe R-Form Details pop-up
window, click the R-3 drop-
down menu.

DEPARTMENT OF
m USTRY ‘ Submita Filing v ‘

Campus TEST Environment

My Overview

View details associated to your View and edit the det
claims in the My Queue portal events in the Even

My Queues

My Rehab Cases |

My Claims = My Disputes My Forms

Transaction ID Claim ID

Date

Open Claims Upcoming Events New Documents

Rehab Employee Associated Insurer QrC Initial Rehab
Consultation

First Buyer v

A& Notifications

0 Nonotifications

Review documents in the
Notifications panel to ensure
accuracy.

My Events =0

October 2024 <

Dateof Injury  Status Y

Su Mo Tu We Th Fr Sa

2 w1 2 3 4 s
Schidtbauer,
RT-02-6273-206 CL-02-6269-364 First Buyer 6/6/2024 3/12/2024 Open
Tracey
s 7 8 9w u u
RT-02:-6277-131 |TESTING, TIMMY ~CL-00-0903-836 First Buyer 1017/2024 2/27/1980 Open
Bow s 6 7 w1
Showing (1-2) of 2 1 itemsipenpagelon
Dashboard > Voc Rehab Case: RT-02-6277-131
Rehab For: TIMMY TESTING ,
Open 3 ReForm Detziis 5 |+ submit Filing
VocRehabCase: RT-02-6277-131 -~
Rehab Ssummary
Assigned QR rovider Firm
First Buyer MEYER GERALD E QRC
Claim 1D Date of Injury
CL-00-0903-836 2/27/1980

R-Form Details

Submit or Amend an R-Form

RCR

R-2

Retraining Plan

PPR

[+

R8

No R-Forms can be submitted once inactivated

Next Cancel
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5. Inthe drop-down menu, select
the Submit option.

6. When selected, click the
yellow Next button.

7. On the Rehab Plan
Amendment (R3) page, step 1
is Assigned QRC. Under the
Assigned QRC section, select
the appropriate option.

a) Continue as assigned QRC
—no change to the
assigned QRC. Go to step
8.

b) Change of QRC —filing as a
QRC who will be taking
over the case. Go to step
26.

c.) Withdrawal of QRC -
withdrawing as the QRC
on this case. Go to step 43.

R-Form Details

Submit or Amend an R-Form

RCR

Retraining Plan

PPR

; G

No R-Forms can be submitted once inactivated

Next Cancel

R-Form Details

Submit or Amend an R-Form

RCR

Retraining Plan

PPR

R3
Submit

R8

No R-Forms can be submitted once inactivated.

Next Cancel

Rehab Plan Amendment (R3)

laase provide the following information

Assigned QRC Amendments

Assigned QRC

Supporting Information

Please select if you are filing this R-3 a5 2 QRC who will be taking over this case (Change of QRC) or if you are withdrawing as QRC on this case, then verify the information below. If there is no change to the assigned QRC, select

“Continue as ASsigned QRC” and proceed to the next step

(® continue s Assigned QRC () Change of QRC (1) Witndrawal of QRC I
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8. If filing Continue as Assigned
QRC, verify the populated
information and click the
yellow Next button.

9. Step 2 is Amendments. Under
the Proposed Amendment
and Rational section, enter a
brief statement that covers
the proposed amendments
and rational in the Proposed
Amendment and Rational
field.

10. Under the Services to be
Provided section, ensure all
fields with an *have
information entered.

11. If needed, additional service
categories can be added by
clicking the yellow + Add
button.

12. Lines can also be removed by
clicking the red Remove
button.

13. Under the Projected Cost and
Duration section, verify the
information for accuracy.

14. When complete, click the
yellow Next button.

15. Step 3 is Supporting
Information. Under the Plan
Barrier Narrative Report,
provide a narrative in the Plan
Barrier Narrative Report field
or by attaching a document in
the attachment section.

Note: A plan barrier narrative
report must be entered to submit
the form.

Case Information

Date Of Injury
2/27/1980

ial Rehab Consultation Date
2024

Employer Insurer/sel e/TPA

TEST BUILDER 5/1

Withdrawing QRC Information
QRC Name

First Buye

Rehab Plan Amendment (R3)

following informatios

o (2] ©

Assigned QRC Amendments Supporting Information

Proposed Amendment & Rationale
Please provide 2 brief statement that covers the proposed amendments and the rationale for these amendments
B

or

Services to be Provided

Bzlow are the currently provided services. Please make any adjustments 3s necessary to the description, projected cost, and projected completion date. If 3 service is no longer neaded, click the delete button next to it

Total Projected Cost: £5,500.00

ed Amendment And Rationale * I

Service Category *
00 - Rehab Consultation

Description *
Consultation to determine eligibility. Eligibility Determination s 8500

Projected Cost * Projected Completion Date *

10/18/2024

G

Projected Cost and Duration
The cost and curation below are calculated based on the plan-to-date plus any amendments you have made thus far on this form. Plesse verfy that the updated cost and duration look correct, and proceed to the next step.

Costs

Plan costs to date Projected additional costs to completion Estimated total cost

s 0 $8,500.00 $8,500.00
@] Duration
Plan duration (in weeks) Projected additional weeks to completion Estimated total weeks
0 0

Back  SaveasDraft  Cancel

Rehab Plan Amendment (R3)

owing informatio

(] (] (-]

Assigned QRC Amendments Supporting Information

Plan Barrier Narrative Report
Pleace provide a Narrative if applicable, either by fillng out the field below o attaching a document in the provided attachment section

Plan Barrier Narrative Report

@ Plan Barrier Narrative Document Upload

+ Upload Document

File Name File Type Description Remove
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16. Under the Supporting
Attachments section, click the
yellow + Upload Document
button to add any additional
documentation to the form.

Review the information in the
R-3 Form Information section.

17

18

Under the E- Signature
section, enter the QRC’s full
name in the Full Name of
Signatory field (this must
match the Campus user profile
name) to sign electronically.
Mark the checkbox attesting
to the legality of the signature
and confirming the accuracy of
the document.

Review the information under
the Instructions to QRC
section.

19

20

In the Do you want to
distribute this document field,
select the answer that fits
best.

a) If Yes—gotostep 21.

b) If No— move to step 24.
21. If Yes, the Distribute
Electronically section will
appear. Under the Send to
Party column, select the
parties that should be served
electronically via email.

22. Under the Distribute Manually
section, the parties that
cannot receive the document
electronically will be listed.
Select the parties to be served

by mail.

Supporting Attachments

Attach any other supporting documentation to this R3. Examples might indlude commentary from the Employee or proof that thi
documentation including services provided and associated costs to date

+ Upload Document

rm was sent for signatures. NOTE: Ifyou are a Withdrawing QRC, you are required to attach

Description Remove

File Name

File Type

R3 Form Information
To the parties:

If you disagree with the plan, you have 15 days from receipt of the proposed plan to resolve the disagreement or object to the propesed plan. The objection must be filed with the department on a Rehabilitation Request form.

planp

Private or confidential data you supply on this form will be sed to process your workers compensation claim. The data will be used by Department of Labor 2nd Industry staff members who have authorized access to the data 2nd
may be used for state investigations and staistics. You may refUse to supply the dat2, bt ifyou refuse your caim may be delayed or denied, o the form may b returned to you. The data il be matle part of the departments fil for
your claim and may be supplied to: anyone who has access to the file ar the data by authorization or court order; the employer and insurer for your clainm; the Office of Administrative Hearings; the Workers' Compensation Court o
‘Appeals; the Departments of Revenue and Health; and the Workers' Compensation Reinsurance Association.

Rehabilitation form availability

This form and access to the electronic submission format is Iocated at wuedli.mn. govAWCAWCForms.asp. The form can be made available i different formats, such as large print, Braille or audio. To request, call (651) 284-5032 or 1-
800-342-5354.

Intent to commit fraud

Any person who, with intent to defraud, receives workers compensation benefits to which the person is not entitled by knowingly misrepresenting, misstating or failing to disclose any material fact is guilty of theft and shall be
sentenced pursuant to Minnesota Statutes § 609.52, subd. 3.

E-Signature

Please type your First and Last Name as they appear an your CAMPUS profile. By signing and dating this form, I certify copies of this form and attachments are being sent to the employee, insurer, any attorney(s), the Department of
Labor and Industry and, i required, to the departments Vocational Rehabilitation unit (VRU)

Full Name of Signatory *

D

[ understand that by checking this box, | am legally signing this electronic form and | confirm that the information on this form is true, accurate, and complete to the best of my knowledge. |

19

Instructions to QRC
‘This form can be used in several ways and might be filed multiple times during the course of a rehabilitation plan.

Service codes and descriptions: See Minn. Rules 5220.0100 for service cade definitions. However, for service codes 104.and 108 the statutory definition of job development in Minn. Stat. § 176.102, subd. 5, amends the definitions in
Minn. Rules 52200100, subps. 16 and 18, as provided below.

Service code 10A: “job development” means systematic contact with prospactive employars resulting in opportunities for interviews and 12t might not otherwise have existed and includes identification of job leads and
arranging for job Interviews. job development facllitates 2 prospective employer’s consideration of 2 qualified employee for employment. See Minn. Stat. § 176.102, subd. 5(b), for the maximum number of hours and weeks of job
development services for dates of injury on or after Oct. 1, 2013. Service code 108: “Job placement” means activities that support a qualified employee’s search for work including the preparation of a client to conduct an effactive job
search and communication of information about the labor market, programs or laws offering employment incentives and the qualified employee's physical limitations and capabilties as permitted by data privacy laws.

To amend a rehabilitation plan: The QRC or other parties may propose amendments to the current rehabilitation plan for good cause, including
physical imitations interfere with the plan;

the employee is not participating effectively;

there is 2 nead to change the vocational goal;

the projected cost or duration will be exceeded; or

the employee feels ill-suited for the type of work for which rehabilitation is being provided

When using this form to amend a rehabilitation plan, answer all items that apply. For amended services, amend or add only the services to be provided during this R3 plan period. For “Description” of the service, identify the activities to
be performed within the service category (for example, attend medical 2ppeintments, medical-relzted communication, cordinate medica| appointments), then list the “Projected Cost” and “Projected Completion Date’ for each of the
checked services.

Do not file the K3 form with the Department of Labor and Industry at the same time itis circulated to the parties. The form must b filed at one of the following times, whichever comes first
15 days after circulation to the parties (or 15 days after recirculation if ane of the parties propesed a change in the plan).

1) when the parties have all signed it or 2)

Ifall the signatures are not obtained within the filing deadline, file the R form with the signatures that have been obtained along with evidence of the date the plan was sent to each nonsigning party.

Tofile

the Plan Progress Report form if the R3 is filed within 15 days before or after six months have passed from the date the R2 Rehabiltation Plan form
for 15 days. I all signatures are

u of a Plan Progress Report form: This k3 may only be filed instead of
his means that by the time the R3 is filed in liew of the Plan Progress Report form, the parties must already have signed the R3 or the R3 must have already been in circulation to the parties
Pt abtsined watnin e ing deadline, include evidence of the date the plan was sent to each nonsigning party. See Minn. Rules 52200450, subp. 3(4).

Complete th for s expeced. For the amended seyies,complteor amend anly thesenvices o be praded during s R plan period: For-Descrptiot of the senie, denytheacile o be performed witin heservice
category (for exemple, attend mediical appointments, medical-related communication, inate medical appointments), then lst the “Projected cost” and “Projected completion date” for each of the services. If there are barriers to
CompleNon of e renabilitation plam, then sHiath » eparate sheat 1sting e &mployess name, WID moer/SSN and Gake oy, lorg Wit the e fers t0 Successiul Completion o the renabilation plem and messures ta b taken
to overcome the barriers.

To report a change of QRC: The newiy assigned QRC must file this form and select "Change in QRC" in the QRC adjustment section. If approval of a change of QRC is required by Minn. Rules 5220.0710 2nd the insurer has approved
the change, the new QRC must circulzte the form for signatures and file it with the department within 15 days of obtaining the signatures or within 15 days of circulation to the parties with evidence of the date the plan was sent to
each nonsigning party.

To withdraw as the QRC: Use this form to withdraw as the assigned QRC from a renabilitation file i the insurer has denied further liabilty for the injury for which rehabilitation services are being provided and a caim petition,
objection to discontinuance, request for an administrative conference or any other document initiating ltigation has been filed relating to the workers compensation liability issue.
When you submit this form, this file will be routed to the Department of Labor and Industry's Voeational Rehabilitation unit (VRU)

f the QRC elects to withdraw from 3 rehabilitation file where no litigation is pending for the liability issue, use the R-8 Rehabilitation Plan Closure form in accorgance with Minn. Rules 52200510, subp. 7a(A).

Do You Want to Distribute This Document
No () Yes

Do You Want to Distribute This Document?
Ot @

istribute Electronically
Upon submit, all selected parties will receive an email notifying them of the document.

Send to Party Name Role Address

[m]
a

Mountain Attorney Attorney, TIMMY TESTING ctesting719+mountain@gmall.com

ctesting719+snow@gmailcom

Snow Paralegal aralegal, TIMMY TESTING

Annual Taster Sarvice of Process Designes, Test Builder S/1 Usttestdli+acirz@gmail. com

Annual Tester Adjuster, ABCINSURANCE GROUP Uattestdii+acirz@gmail.com

Snow Paralegal Service of Process Designee, Mountain Law Firm ctesting719-+snow@gmail com

tribute Manually

The parties below cannot receive this document electronically through Campus.

Send to Party Name Role Address

a MEVER GERALD E QRC Rehab Provider 2814 ISLAND VIEW CT, ST CLOUD MN 56301

| 1 sttest that 2 copy of this form has been provided to all required parties. ||

L

Back Save as Draft Download PDF Preview
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23. Mark the box attesting the Do You W'a:r:t‘tn Distribute This Document?
form has been provided to all @ O L

reqUired parties and CIiCk the Back Save as Draft Download PDF Preview Cancel

yellow Submit Form button.
Note: There is a Save as Draft option if signatures or additional information is

24. If No, click the yellow Submit needed. This will allow for the form to save in the My Forms tab on the dashboard.
Form button.

25. If the submission is successful,

YY) DEPARTMENT OF
NDUSTRY First Buyer v

a confirmation page will
display.

Campus TEST Environment

o

This includes links to the Rehab Plan Successfully Submitted!
Associated ID (RT) and document

number (DO) that were created I v

within Campus. This will also be e

visible on the user’s Campus confrmation emai ha been sent t testingZ12+ QRC@AMSlLeor or your Fecords. Yo may viwyour forms i

Ty Eorm History.

dashboard under the My Forms
tab and the new file will display
under the My Rehab Cases tab.
26. If filing a Change of QRC, verify v —— N

the populated information, Frt Boyer

Rehab Provider Group Address

which includes the New 3 Lotaperte RO N

Assigned QRC Information ey
and Previous QRC e e oot
Information, then click the (Frevious QRC Information

yellow Next button.

J\.

First Buyer

Rehab Provider Group Address
443 Lafayette RD N

City State Zip Code
saint Paul MN 55155

QRC Number QRC Firm Number QRC Phone Number
32 5068 (651) 5551212 _J

27. Step 2 is Amendments. Under
the Proposed Amendment Rehab Plan Amendment (R3)
and Rational section, enter a ° e o
brief statement that covers fosneaane fmendments e
the proposed amendments Proposed Amendment & Rationale

Please provide a brief statement that covers the proposed amendments and the rationale fr fhiese amendments

and rational in the Proposed ﬁ

Amendment and Rational
field.

Services to be Provided

are the currently provided services. Please make any adjustments as necessary to the description, projected cost, and projected completion date. If 2 service is no longer needed, dlick the delete button next to it

Projected Cost * Projected Completion Date *
10/18/2024 al

Total Projected Cost: $8,500.00

28. Under the Services Provided 20D,
section, ensure all fields with
an *have information entered.

29. If needed, additional service
categories can be added by
clicking the yellow + Add
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button.

30. Lines can also be removed by
clicking the red Remove
button.

31. Under the Projected Cost and
Duration section, verify the
information for accuracy.

32. When complete, click the

Projected Cost and Duration

The cost and duration below are calculated based on the plan-to-date plus any amendments you have made thus far on this form. Please verify that the updated cost and duration ook correct, and proceed to the next step.

yellow Next button.

Costs

Plan costs to date itional costs to completion Estimated total cost

; ® $8,500.00
Duration

Plan duration (in weeks) Projected additional weeks to completion Estimated total weeks
0 0 0

(w
N,

sk Soveasomt conce

33. Step 3 is Supporting
Information. Under the Plan

Rehab Plan Amendment (R3)

Please p he following informatior

. . [} o )
Barrier Narrative Report, Assigned QRE Amendments SR

provide a narrative in the Plan

Plan Barrier Narrative Report

vide a Narvative if applicable, either by filling out the field below or attaching a document in the provided attachment section

Barrier Narrative Report field
or by attaching a document in
the attachment section.

File Name File Type Description Remove

Note: A plan barrier narrative
report must be entered to submit

the for.m Supporting Attachments

aach an othe supporting dogumentation o s 2. Eamples migt nclude commentaryfrom th Emplayee o proof tha s fom v sent for sgnatures. NOTE: fyou ae a Wncrawing QRC you are required 1o atach
documentation including services p 0 dat

vided and zssociared co:

load Document

e

34. Under the Supporting 34
Attachments section, click the

File Name File Type Description Remove

yellow + Upload Document 39)
button to add any add|t|0na| R3 Form Information

To the parties:

d ocume ntati on to th e fo rm 1fyou disagree with the plan, you have 15 days from receipt of the proposed plan to resolve the disagreement or abject to the proposed plan. The abjection must be filed with the department on a Rehabilitation Request form.

ion plan privacy and

ceess tothe data and
departments i for

35. Review the information in the N
R_3 Fo rm I nfo rmatio n Sect| on. This form and access to the electronic subrmission format islocated at www.d

800-342-5354.

cforms 3sp. The form can be made available in different formats, such 2 large print, Braille or audio. To request, call (&:

Intent to commit fraud

Any person who, with intent to defra
sentenced pursuant to Minnesota St:

ers compensation benefits to which the person is not entitled by knowingly misrepresenting, misstating or failing to disclose any material factis guilty of theft and shall be
ubd. 3.

36. Under the E-Signature section,
enter the QRC’s full name in
the Full Name of Signatory
field (this must match the
Campus user profile name) to
sign electronically. Mark the
checkbox attesting to the
legality of the signature and
confirming the accuracy of the
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document.

37. Review the information under
the Instructions to QRC
section.

38

In the Do you want to

distribute this document field,

select the answer that fits
best.

a) If Yes—go to step 39.

b) If No— move to step 42.

39

If Yes, the Distribute
Electronically section will
appear. Under the Send to
Party column, select the
parties that should be served
electronically via email.

40

section, the parties that
cannot receive the document
electronically will be listed.
Select the parties to be served
by mail.

41. Mark the box attesting that

the form has been provided to
all required parties and click
the yellow Submit Form
button.

42. If No, click the yellow Submit
Form button.

Note: There is a Save as Draft
option, if signatures or additional
information is needed. This will
allow for the form to be saved in
the My Forms tab on the
dashboard.

If the submission is successful,
a confirmation page will
display.

E-Signature

Please type your First and Last Name as they appear on your CAMPUS profile. 8y signing and dating this form, | certify copies of this form and attachments are being sent to the employes, insurer, any attoney(s), the Department of
Labor and Industry and, if required, to the departments Vocational Rehabilitztion unit (VRU)

Full Name of Signatory *

[ understand that by checking this box, | am legally signing this electranic form and | corfirm that the information on this form is true, accurate, and complete to the best of my knowledge. |

@Instructions to QRC

“This form can be used in several ways and might be filed multiple times during the course of a rehabilitation plan.

Service codes and descriptions: See Minn. Rules 5220.0100 for service code definitions. However, for service codes 104 and 108 the statutory definition of job development in Minn. Stat. § 176102, subd. 5, amends the definitions in
Minn. Rules 52200100, subps. 16 and 18, as provided below.

Service code 10A: “job development” means systematic contact with prospactive employers resulting in opportunities for interviews and employment that might not othenwise have existed and includes identification of job leadis and
arranging for job interviews. job facllitates a prospective employer's consideration of a qualified employee for employment. See Minn. Stat. § 175.102, subd. 5(b), for the maximum number of hours and weeks of job

Gevelopment services for dates of iy o or Sfter OCt. 1, 2013, Sevice code 108: Job pl cement means actvities that suppart = qualifisd employee's sesrch for work including the preparation of 2 dient © conduct an afiective job
Search and communication of information abot the labor marke, programs or laws offering employment incentives and the qualified employee's physical limitations and capabilities 35 permitted by data privacy laws

To amend a rehabil

on plan: The QRC or ather parties may propose amendments to the current rehabilitation plan for good cause, including

physical limitations interfere with the plan;

the employee is not participating effectively;

there is & need to change the vocational 03}

the projected cost or duration will be exceeded; o

the employee feels il-suited for the type of work for which rehabilitation is being provided

When using this form to amend a rehabiltation plan, answer all items that apply. For amended services, amend or add only the services to be provided during this R plan period. For “Description” of the service, identify the activities to
be performed within the service category (for example, attend medical appointments, medical-related communication, caordinate medical appaintments), then list the “Projected Cost” and “Projected Completion Date” for each of the
checked services.

Do notfile the R3 form with the Department of Labor and Industry at the same time it is circulated to the parties. The form must be filed at one of the following times,
15 days after circulation to the parties (or 15 days after recirculation if one of the parties proposed a change in the plan).

hichever comes first: 1) when the parties have all signed it; or 2)

Ifall the signatures are not abtained within the filing deadline, file the R3 form with the signatures that have been obtained along with evidence of the date the plan was sent to each nonsigning party.

To fil

in lieu of a Plan Progress Report form: This R3 may only be filed instead of the Plan Progress Report farm i the R Is filad within 15 days before or after six months have passed from the date the R2 Rehabilitation Plan form
“This means that by the time the R3 i filed in lieu of the Plan Pragress Report form, the parties must already have signed the k3 or the R3 must have already been in circulation to the parties for 15 days. I all signatures are
Pt obtained within the 1 ng deadling, include evidence of the date the plan was sent to each nonsigning party. See Minn. Rules 5220.0450, subp. 3(A).

Complete the form as expected. For the amended services, complete or amend only the services to be provided during this R3 plan period. For “Description” of the sevice, identify the activities to be performed within the service
ategory or exampe, sttend meeca appointments, medlcabelted commurication coordnate melcal sppointments) then s the-Projectad ost” androjected complation date” foreach o the senvices, I here are barersto
completion of the rehabilitation plan, then attach a separate sheet listing the employees name, WID number/SSN and date of injury, along with the barriers to successful completion of the rehabilitation plan and measures to be taken
to overcome the barriers.

To report a change of QRC: The newly assigned QRC must file this form and select "Change in QRC” in the QRC adjustment section. If approval of a change of QRC s required by Minn. Rules 5220.0710 and the insurer has approved
the change, the new QRC must circulate the form for signatures and file it with the department within 15 days of obtaining the signatures or within 15 days of circulation to the parties with evidence of the date the plan was sent to
each nonsigning party.

To withdraw as the QRC: Use this form to withdraw as the assigned QRC from 2 rehabilitation file if the insurer has denied further liability for the injury for which rehabilitation services are being provided and 2 claim petition,
abjection to discontinuance, request for an administrative conference or any other document initiating litigation has been filed relating to the workers compensation liability issue.

When you submit this form, thi

will be routed to the Department of Labor and Industry's Vacational Rehabilitation unit (VRU)

If the QRC elects to withdraw from a rehabilitation file where no litigation is pending for the liability issue, use the R-8 Rehabilitation Plan Closure form in accordance with Minn. Rules 5220.0510, subp. 7a(A).

No () ves

Do You Want to Distribute This Document? ]

Under the Distribute Manually

Do You Want to Distribute This Document?
O N @ves

Distribute Electronically
Upon submit, all selected parties will receive an email notifying them of the document.

Send to Party Name Role Address
Mountain Attorney Attorney, TIMMY TESTING ctesting719+mountain@gmall.com
Snow Paralegal Faralegal, TIMMY TESTING ctesting719+snow@gmail.com
Annual Tester Service of Process Designes, Test Builder /1 Usttestdli+acir2@gmail.com
Annual Tester Adjuster, ABCINSURANCE GROUP Usttestdli+acir2@gmail.com
Snow Paralegal Service of Process Designee, Mountain Law Firm ctesting719-+snow@gmail.com

istribute Manually
The parties below cannot receive this document electronically through Campus.
Send to Party Name Role Address

a MEYER GERALD E QRC Rehab Provider 2814 ISLAND VIEW CT, ST CLOUD MN 56301

| 1 sttest that = copy of this form has been provided to all required parties. ||

Do You Want to Distribute This 2

@ Oves

Back Save as Draft Download PDF Preview
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First Buyer v

FYY) DEARTMENT OF
LA D INDUSTRY

This includes links to the
Associated ID (RT) and document
number (DO) that were created
within Campus. This will also be
visible on the user’s Campus
dashboard under the My Forms
tab and the new file will display
under the My Rehab Cases tab.

Campus TEST Environment

Rehab Plan Successfully Submitted!

Confirmation Number: 12841

Click the link to ur new document:

D0-02-6277-138

A confirmation email has been sent to ctestingZ19+QRC@amail.com for your records. You may view your forms in

My Form History.

44. If filing a Withdrawal of QRC,
verify the populated

Case Information

Campus File Number
CL-00-0903-836

Date Of Injury

information and click the
yellow Next button. [y

EE-00-2695-898 TIMMY TESTING

Insurer Claim Number
903836

Insurer/Selfinsurer/TPA

TEST BUILDER 5/1

Employer

Withdrawing QRC Information
QRC Name
First Buyer

Step 2 is Supporting il
Information. Under the Plan
Barrier Narrative Report

section, provide a narrative in

45.

2ip Code
55155

QRC Phone Number
(651)555-1212

5068

the Plan Barrier Narrative
Report field or by attaching a
document in the attachment
section.

Note: A plan barrier narrative
report must be entered to submit
the form.

46.

47.

Under the Supporting

Attachments section, click the

yellow + Upload Document

button to add any additional

documentation to the form.

Examples include:

a) commentary from the
employee; or

b) proof this form was sent
for signature.

Under the R3 Form

Next l SaveasDraft  Cancel

Rehab Plan Amendment (R3)

Plesse p & following informatio

[} (2]

Assigned QRC Supporting Information

Plan Barrier Narrative Report

Please provide 2 Narrative if applicable, either by filling out the field below or attaching 2 document in the provided attachment saction

@ Plan Barrier Narrative Document Upload

File Name

File Type Description Remove

Supporting Attachments *

Attach any other supporting documentation to this R3. Examples
dotumentation including sen vided and assotiated costs

6 ~+ Upload Document

File Name

it include commentary from the Employee or proof that this form was sent for signatures. NOTE: If you are a Withdrawing QRC, you are required to attach
ate

File Type Description Remove

Note: If you are a withdrawing QRC, you are required to attach documentation
including services provided and associated costs to date.

R3 Form Information

Please attach all incurred cost-to-date information regarding the Rehab Plan broken down by Service Category.
Information section, click the
File Name File Type Description Remove

yellow + Upload Document
button to add all incurred cost-
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48

49

50

51

52

53

54

to-date information for the
rehabilitation plan.

Review the information in this
section.

Under the E-Signature section,
enter the QRC’s full name in
the Full Name of Signatory
field (this must match the
Campus user profile name) to
sign electronically. Mark the
checkbox attesting to the
legality of the signature and
confirming the accuracy of the
document

Review the information in the
Instructions to QRC section.

In the Do you want to
distribute this document field,
select the answer that fits
best.

a) If Yes—goto step 52.

b) If No— move to step 55.

If Yes, the Distribute
Electronically section will
appear. Under the Send to
Party column, select the
parties that should be served
electronically via email.

Under the Distribute Manually
section, the parties that
cannot receive the document
electronically will be listed.
Select the parties to be served
by mail.

Mark the box attesting that
the form has been provided to
all required parties and click

To the parties:

Ifyou disagree with the plan, you have 15 days from receipt of the proposed plan to resolve the disagreement or object to the proposed plan. The objection must be filed with the department on 2 Rehabilitation Request form.

plan privacy and

Private or confidential data you supply on this form will be used to process your workers' compensation claim. The data will be used by Department of Labor and Indlustry staff members who have authorized access to the data and
may be used for state investigations and statistics. You may refuse to supply the data, but if you refuse your claim may be delayed or denied or the form may be retumed to you. The data will be made part of the departments file fi
your daim and may be suppliedt: aryon ho s access o the e orthe dta by suthorization o court rder he employer and nsurer for your i the Offce of Admiritrativ Hesrings; the Workers” Compensation Court of
‘Appeals; the Departments of Revenue and Health; and the Workers' Compensation Reinsurance Associatio

Rehabilitation form availability

This form and access to the electronic submission format s located at www di.mn. gov/WCAWCTorms.asp. The form can be made availzble in different formats, such a5 large print, Sraille or audio. To request, call (651) 284-5032 or 1-
800-342-5354.

Intent to commit fraud

Any person who, with intent to defraud, receives workers' compensation benefits towhich the person is not entitled by knowingly misrepresenting, misstating or failing to disclose any material fact is guilty of theft and shall be
sentenced pursuant to Minnesota Statutes § 609.52, subd. 3.

E-Signature

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, | certify copies of this form and attachments are being sent to the employee, insurer, any attorney(s), the Department of
Labor and Industry and, i required, to the departments Vocational Rehabilitation unit (VRU)

Full Name of

natory *

{2 1 uncerstand that by checking this box, | am legally signing this electronic form and | confirm that the information on this form is true, accurate, and complete to the best of my knowledge. |

Instructions to QRC

This form can be used in several ways and might be filed multiple times during the course of a rehabilitation plan

Senvice codes and descriptions: See Minn. Rules 5220.0100 for service code definitions. However, for service codes 10A and 108 the statutory definition of job development in Minn. Stat. § 176.102, subd. 5, amends the definitions in
Minn. Rules 5220.0100, subps. 16 and 18, as provided below.

Service code 10A: “Job development” means systematic contact with prospective employers resulting in opportunities for interviews and employment that might not otherwise have existed and includes identification of job leads and
arranging for job interviews. Job development facilitates a prospective employer's consideration of 2 qualified employee for employment. See Minn. Stat. § 176.102, subd. 5(b), for the maximum number of hours and weeks of job
development services for dates of injury on or after OCt. 1, 2013. Senvice code 108:*Job placement” means activities that support & qualified employee's search for wark including the preparation of a client to conduct an effective job
search and communication of information about the labar market, programs or laws offering employment incentives and the qualified employee's physical limitations and capabiltties as permitted by data privacy laws.

To amend a rehabilitation plan: The QRC or ather parties may propose amendments to the current rehabilitation plan for good cause, indluding

« physical limitations interfere with the plan;

the employee is not participating effectively;

there is a need to change the vocational goal;

the projected cost or duration will be excaedad; o

the Smbloyee fels I auited for he tyme of work for which rehabltation i being provided

When using this form to amend a rehabilitation plan, answer al items that apply. For amended services, amend or add only the services to be provided during this &3 plan period. For “Description” of the service, identify the activities to
be performed within the service category {for example, attend medical appointments, medical-related communication, coordinate medical appointments), then list the “Projected Cost” and “Projected Completion Date” for each of the
checked services.

Do not file the R3 form with the Department of Labor and Industry at the same time it is circulated to the parties. The form must be filed at one of the following times, whichever comes first: 1) when the parties have all signed i or 2)
5 days after circulation to the parties (or 15 days after recirculation i ane of the parties proposed a change in the plan

If all the signatures are not obtained within the filing deadline, ile the R3 form with the signatures that have been obtained along with evidence of the date the plan was sent to each nonsigning party.

e in lieu of a Plan Progress Report form: This R3 may only be filed instead of the Plan Progress Report form if the 3 is filed within 15 days before or after six months have passed from the date the R2 Rehabilitation Plan form
This means that by the time the R3 is filed in lieu ofthe Plan Progress Report form, the parties must alrezdy have signed the R3 or the R3 must have already been in circulation to the parties for 15 days. If all signatures are
et abtained wibin he A ng deadline, include evidence of the date the plan was sent to each nonsigning party. See Minn. Rules 5220.0450, subp. 3(4).

Complete the form a5 expected. For the amended senvices, complete or amend only the services to be provided during this R3 plan period. For “Description” of the service, identify the activities to be performed within the service
category (for example, atiand medical apoointments, medical-related communication, caardinate medical ppointments), then list the “Projected cost” and “Projected completion date” for each of the services. If there are barriers to
completion of the rehabilitation plan, then attach a separate sheet listing the employee's name, WID number/SSN and date of injury, along with the barriers to successful completion of the rehabilitation plan and mezsures to be taken
to overcome the barriers.

To report a change of QRC: The newy assigned QRC must flle this form and select "Change in QRC in the QRC adjustment section. If approval of a change of QRC is required by Minn. Rules 5220.0710 and the insurer has approved
the change, the new QRC must circulata the form for signatures and file it with the department within 15 days of obtaining the signatures or within 15 days of circulation to the parties with avidence of the date the plan was sent to
each nonsigning party.

To withdraw as the QRC: Use this form to withdraw a5 the assigned QRC from a rehabilitation file if the insurer has denied further liability for the injury for which rehabilitation services are being provided and a claim petition,
objection to discontinuance, request for an administrative conference or any other document initiating litigation has been filed relating to the workers’ compensation liability issue.

When you submit this form, this file will be routed to the Department of Labor and Industry's Vocational Rehabiltation unit (VRU).

If the QRC elects to withdraw from a rehabilitation file where no litigation is pending for the liability issue, use the R-8 Rehabilitation Plan Closure form in accordance with Minn. Rules 5220.0510, subp. 7a(A).

Do You Want to Distribute This Document? ]

Do You Want to Distribute This Document?
O @ves

tribute Electronically
Upon submit, al selected parties will receive an email notifying them of the document.

Send to Party Name Role

[m]
[m]

Address

Mountain Attorney Attorney, TIMMY TESTING ctesting719+mountain@gmall.com

Snow Paralegal aralegal, TIMMY TESTING ctesting719-+snow@gmail com

Annual Tester Service of Process Designee, Test Builder S/1 Uattestdii+zcirz@gmail.com

Annual Tester Adjuster, ABCINSURANCE GROUP Uattestdii+zcirz@gmail.com

Snow Paralegal Service of Procass Designee, Mountain Law Firm ctesting719+snow@gmail. com

tribute Manually
The parties below cannot receive this document electronically through Campus.

Send to Party Name Role Address

[m] MEYER GERALD E QRC Rehab Provider 2814 ISLAND VIEW CT, ST CLOUD MN 56301

[ O 1 attest that 3 copy of this form has been provided to all required parties. ||

Back Save as Draft Download PDF Preview  Ca
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the yellow Submit Form
button.

55. If No, click the yellow Submit
Form button.

Note: There is a Save as Draft

option' if Signatures or additional g‘/nuw;inttnDistrihuteThisDocument?

. . . Mo () ves

information is needed. This will @

allow for the form to save in the Back Save 35 Draft Download PDF Preview Cancel
My Forms tab on the dashboard.

56. If the submission is successful,
. . . DEPARTMENT OF . .
a confirmation page will I EEE srar P
d | S p | ay Campus TEST Environment

Rehab Plan Successfully Submitted!

This includes links to the
Associated ID (RT) and document
number (DO) that were created
within Campus. This will also be

Confirmation Number: 12841

Associated |D: RT-02-6277-131

Click the link to view your new document:

visible on the user’s Campus

dashboard under the My Forms

A confirmation email has been sent to ctestingZ19+QRC@amail.com for your records. You may view your forms in

My Form History.

tab and the new file will display
under the My Rehab Cases tab.
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Plan Progress Report
A Plan Progress Report (PPR) must be filed with the Department of Labor and Industry and distributed to parties
six months after the R-2 Rehabilitation Plan is filed, to update them on the case status and what is being done to

assist the injured worker in finding suitable employment.

N

1. From the dashboard, click on o B A ey [somcarms v ] i
the My Rehab Cases tab. Campus TEST Environment

My Overview

A Notifications

2. Under the Rehab Transaction 0 0 0 —

ID cqumn, locate and click on Open Claims Upcoming Events New Documents
the RT file' Which is the RCR Y‘lu‘.«'du'd\:s‘d;:'dg..lud‘m your view and ecit the decals of your Review documents inthe
claims in the My Queue portal. events in the Events portal. Notifications panel to ensure

originally filed.

My Queues

My Events
My Claims My Disputes My Forms | UG ELeEREN |

October 2024 <2

Rehab Employee Associated Insurer InitialRehab  Dateof Injury  Status
Transaction ID Claim ID Consultation su
Date

Mo Tu We Th Fr Sa

% 30 1 2 3 4 5
Schmidtbauer,
RT-02-6273-206 CL-02-6269-364 First Buyer 6/6/2024 3/12/2024
Tracey
6 7 s s 1 u u
RT-02-6277-131 | TESTING, TIMMY CL-00-0903-836 First Buyer 10/17/2024 212771980 Open
3 14 15 6 7 1 19

Items per page 50

Showing (1-2) of 2 1

3. In the Rehab Summary page’ Dashboard > Voc Rehab Case: RT-02-6277-131

click on R-Form Details->. e ey TESTING ., B

Rehab Summary
Rehab Provider Firm
MEYER GERALD E QRC

Assigned QRC

First Buyer
Claim 1D Date of Injury
CL-00-0903-836 2/27/1980

4. Inthe R-Form Details pop-u f
. . p p p R-Form Details
window, click the PPR drop-

down menu.

Submit or Amend an R-Form

Retraining Plan

R-3

R8

No R-Forms can be submitted once inactivated

Next Cancel
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R-Form Details

Submit or Amend an R-Form
RCR

5. Inthe drop-down menu, select
the Submit option. e

Retraining Plan

‘a Submit l

No R-Forms can be submitted once inactivated.

Next Cancel

R-Form Details X

Submit or Amend an R-Form

RCR

6. When selected, click the yellow
Next button.

Retraining Plan

PPR
Submit

R-3

R8

No R-Forms can be submitted once inactivated.

6 Next Cancel

7. Onthe Plan Progress Report Plan Progress Report
page, under the Claim Details FemmE s e Q Q

Claim Details

sect|on’ the assoc|ated c|a|m Campus File Number Date Of Injury Claim Admin Claim Number ] [:mmaepr.m Name * Claim Rep Last Name * Phone Number *

. . . . CL-00-0903-836 2/27/1980 5654887588 N/A N/A (000) 000-0000
information will automatically

populate.
8. Enter the information for the

Claim Representative. Ensure
all fields with an *have
information entered.
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10.

11.

12.

13.

14.

15.

16.

Under the Employee Details
section, verify the date
populated in the Date of
Report field.

Enter the injured worker’s
phone number in the Phone
Number field.

Verify the populated date of
birth for the injured worker in
the Date of Birth field.

Under the Employer Details
section, click the yellow + Add
Contact button to add a
contact person for the
employer.

In the Add Employer Contact
pop-up window, a contact can
be added by selecting a known
contact in the drop-down field
or by entering information in
all the all fields with an *.

Click the yellow Save button to
add the information to the
form.

Under the QRC Details section,
in the Rehab Provider Group
Address field, click the drop-
down menu and select the
appropriate address for the
QRC firm.

Verify the populated number in

the Phone Number field.

Employee Details

Date of this Report *
10/21/2024

WID Number
EE-00-2695-898

Employee Address
123 MAIN 5T

city state
STPAUL MN

@' Phone Number * I

Date of Birth ~
10/31/1927

Employee
TIMMY TESTING

Date of Rehabilitation Consultation
10/16/2024

Zip Code
55101

Employer Details
T

Insurer Details
Insurer Name
ABC INSURANCE GROUP

No contacts are currently listed for this employer.

Insurer Address

12

Add Employer Contact

You can either select a known contact or add a contact by completing the fields below

Select a Known Contact o

=

f Contact First Name =

Contact Last Name *

Phone Number *

Address Line1 *

Address Line2

Postal Code City *

\

State Province *

.

14 EES Cancel

QRC Details
QRCName
First Buyer

Rehab Provider Group Firm

MEYER GERALD E QRC

Ilm.. Provider Group Address

QRC Number
432

Phone Number *

(651) 555-1212

QRC Firm Number
5068
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17.

18.

19.

20.

21.

22.

23.

Under the Rehabilitation Plan
Details section, ensure all fields
with an * have information
entered and mark the
appropriate boxes.

In the PPR Instructions section,
review the information.

In the Do you want to
distribute this document field,
select the answer that fits best.
a) If Yes—go to step 20.

b) If No— move to step 23.

If Yes, the Distribute
Electronically section will
appear. Under the Send to
Party column, select the
parties that should be served
electronically via email.

Under the Distribute Manually
section, the parties that cannot
receive the document
electronically will be listed.
Select the parties to be served
by mail.

Mark the box attesting the
form has been provided to all
required parties and click the
yellow Submit Form button.
If No, click the yellow Submit
Form button.

Note: There is a Save as Draft

option if signatures or additional
information is needed. This will

allow for the form to be saved in

the My Forms tab on the
dashboard.

Rehabilitation Plan Details @

¥ the Employee Released to Return to Work? * Medical Report Date * Current Work Status? * \
S R D o) S

$

Qoo

[ Isthe Plan Still Current?

[ if working, Is This 2 Temporary Job?

[0 Do Barriers to Successful Completion of the Rehabilitation Plan
Exist?

Plan Cost to Date * Other Costs Necessary to Complete Plan * Estimated Total Cost

8500 $ P $8,500.00

Plan bu

The following duration-related fields should be entered as number of weeks.

ration From Plan Filing Date * Expected Additional Duration to Plan Completion * Estimated Total Duration

\'
N

O \

“This form is required to be filed & months after fling the R-2 (unless an R-3 i filed 15 days before or after 6 months have passed since the R-2 filing date). See Minnesota Rules 52200450, subp. 3 A. Send copies to the employee,
insurer and attorney(s). Send to the date-ofinjury emplayer if the goal of the rehabilitation plan is to return to work with that employer.

This form and access to the electronic submission format is located at www.dli.mn.gov/WC/WeForms.asp. The form can be made available in different formats, such as large print, Braille or audio. To request, call (651) 284-
5032 or 1-800-342-5354.

Any person who, with intent to defraud, receives workers compensation benefits to which the personis not entitled by knowingly misrepresenting, misstating or failing to disclose any material fact is guilty of theft and shall be
sentenced pursuant to Minnesota Statutes §609.52, subd. 3.

g O

Do You Want to Distribute This Document?
O o O ves

One @ ves

Distribute Electronically

Upon submit, all selected parties will receive an email notifying them of the document.

'Do You Want to Distribute This Document? ]

Send to Party Name Role Address
Mountzin Attorney Attorney, TIMMY TESTING cesting719+mountzin@gmail com
Snow Paralegal Paralegal, TIMMY TESTING ctesting719+snow@gmail com
Annual Tester Service of Process Designee, Test Builder S/1 Usttestdli+acir2@gmail com
Annual Tester Adjuster, ABCINSURANCE GROUP Usttestdli+acir2@gmail com
Snow Paralegal Service of Process Designiee, Mountain Law Firm Ctesting719+snow@gmail com

Distribute Manually
The parties below cannot recelve this document electronically through Campus.
Send to Party Name Role Address

[m] MEYER GERALD E QRC Rehab Provider 2814 ISLAND VIEW CT, ST CLOUD MIN 56301

| (] | attest that a copy of this form has been previded to all required parties. |

Back Save as Draft Download PDF Preview  Cancel

Do You Want to Distribute This Document?

@ne O ves

Submit Form Back Save as Draft Download PDF Preview Cancel
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24. Under the Supporting
Attachments section, click the
yellow + Upload Document
button to add any additional
documentation to the form.

25. Under the Electronic Signature
section, enter the QRC’s full
name in the Full Name of
Signatory field (this must
match the Campus user profile
name) to sign electronically.
Mark the checkbox attesting to
the legality of the signature
and confirming the accuracy of
the document.

26. When complete, click the
yellow Submit Form button.

Note: There is a Save as Draft
option if signatures or additional
information is needed. This will
allow for the form to be saved in
the My Forms tab on the
dashboard.

27. If the submission is successful,
a confirmation page will
display.

This includes links to the
Associated ID (RT) and document
number (DO) that were created
within Campus. This will also be
visible on the user’s Campus
dashboard under the My Forms tab
and the new file will display under
the My Rehab Cases tab.

Supporting Attachments
Attach any other supporting decumentation to this R3. Examples might include commentary from the Employse or proof that this form was sent for signatures. NOTE: I you are 3 Withd rawing QRC, you are required to attach
documentation including services provided and associated costs to date

File Name File Type Description Remove

Electronic Signature

Please type your First and Last Name s they appear on your CAMPUS profile. By signing and dating this form, | certify coples of this form and attachments are being sent to the employes, insurer, any attarneys), the
Department of Labor and Industry and, if required, to the department's Vocational Rehabilitation unit (VRU)

lwu Name of Signatory * l

[D understand that by checking this box, 1 am legally signing this electronic form and I confirm that the information an this form is true, accurate, and complete to the best of my \H:w\edgel

@ SwesDER  DowlosdRO  mrelew  Cance

m DEPARTMENT OF
LABOR AND INDUSTRY

First Buyer v

Campus TEST Environment

Plan Progress Report Successfully Submitted!

Confirmation Number: 12843

Associated 1D: RT-02-6277-131

Click the link to view your new document:

DO-02-6277-144

A confirmation email has been sent to ctestingZ19+ rail.com for your records. You may view your forms in
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Retraining Plan
The Retraining Plan form is a request submitted to the Department of Labor and Industry for funds for schooling
to assist the injured worker in finding suitable, gainful employment. The department will review the request and

either approve or deny it.

N

1. From the dashboard, click on o B A ey [somcarms v ] i
the My Rehab Cases tab. Campus TEST Environment

My Overview

A Notifications

2. Under the Rehab Transaction 0 0 0 —

ID cqumn, locate and click on Open Claims Upcoming Events New Documents
the RT 'ﬁle’ Which is the RCR Y‘lu‘.«'du'd\:s‘d;:'dg..lud‘m your view and ecit the decals of your Review documents inthe
claims in the My Queue portal. events in the Events portal. Notifications panel to ensure

originally filed.

My Queues
Y My Events
My Claims My Disputes My Forms | UG ELeEREN
< >
Rehab Employee Associated Insurer Initial Rehab  Date of Injury  Status S
Transaction ID Claim 1D Consultation Su Mo Tu We Th Fr sa
Date
3 1 2 3 4 s
Schmidtbauer,
RT-02:6273-206 €L-026269-364 First Buyer 6/6/2024 3/12/2024
Tracey
& 7 85 5 1w m  n
RT-02:6277-131 | TESTING, TIMMY CL-00-0903-836 First Buyer 10/17/2024 22771980 Open
L A )

Items per page 50

Showing (1-2) of 2 1

3. In the Rehab Summary page’ Dashboard > Voc Rehab Case: RT-02-6277-131

click on R-Form Details->. e ey TESTING ., B

Rehab Summary
Rehab Provider Firm
MEYER GERALD E QRC

Assigned QRC

First Buyer
Claim 1D Date of Injury
CL-00-0903-836 2/27/1980

4. Inthe R-Form Details pop-up f
. . .. R-Form Details
window, click the Retraining T
Plan drop-down menu.

“ Retraining Plan - D

PPR

R-3

R8

No R-Forms can be submitted once inactivated

Next Cancel
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5.

6.

In the drop-down menu, select
the Submit option.

Click the yellow Next button.

On the Retraining Plan page,
under the Claims Details
section, the associated claim
information will automatically
populate.

Enter the information for the
Claim Representative. Ensure
all fields with a * have
information entered.

Under the Employee Details
section, enter the injured
worker’s phone number in the
Phone Number field.

R-Form Details
RCR

R:2

s 2

R-3

Submit or Amend an R-Form

R8

No R-Forms can be submitted once inactivated

Cancel

R-Form Details

Submit or Amend an R-Form

RCR

R:2

Retraining Plan
Submit

PPR

R8

No R-Forms can be submitted once inactivated.

Cancel

Retraining Plan

Claim Details

ase provide the following information

Q

Claim: CL-00-0903-836
Date Of Injury
2/27/1980

Claim Admin Claim Number
5654887588

Claim Rep Last Name *
N/A

Phone Number *
(000) 000-0000

Claim Representative
Claim Rep First Name *
N/A

Employee Details
WID Number
EE-00-2695-898

Employee First Name
TIMMY

Employee Last Name
TESTING

o |

Phone Number *

Phone N
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10.

11.

12.

13.

14.

15.

Under the Employer Details
section, click the yellow + Add
Contact button to add a
contact person for the
employer.

In the Add Employer Contact
pop-up window, a contact can
be added by selecting a known
contact in the drop-down
menu field or by entering
information in all the all fields
with an *.

Click the yellow Save button to
add the information to the
form.

Under the Retraining Details
section, ensure all fields with
an * have information entered.

Under the Itemized Cost
Details section, if applicable,
enter as much information as
possible in each field.

Under the Retraining Rationale
section, provide a narrative in
the Retraining Rationale field
or by attaching a document by
clicking the yellow + Upload
Document button.

Note: A retraining rationale must
be entered to submit the form.

Employer Details
T

Insurer Details
Insurer Name
ABC INSURANCE GROUP

No contacts are currently listed for this employer.

Insurer Address

10

Add Employer Contact

You can either select a known contact or add a contact by completing the fields below

Select a Known Contact

-
-

f Contact First Name =

Contact Last Name *

Phone Number *

Address Line1 *

Address Line2

Postal Code

\’

City *

State Province *

N

12 Save

Cancel

23]

,I!r:--mvry]vh Ticle *

Pre-injury Average Weekly Wage *

$

Vocational Goals *
RTW same employer

Current Compensation Rate *

$

Anticipated Average Weekly Wage *
$

Certificate/Degree Program Title *

Program Start Date *

Program Completion Date *

Program Length (weeks)

o} [al
School Name * Zip Code * City * State *
Itemized Cost Details @
{ Tation Lo Actrity Fees SookerToots Fees Special/Unique Costs Custodial Day Care
3 T $ Books/Tt $ $

Travel/Parking
s .

Comments

Total Retraining Costs (excluding wage benefits

Retraining Rationale

Please provide details ragarding any itemized costs and rationale for retraining (see Minn. Rules 5220.0750, subp. 2(7).

Retraining Rationale *

<+ Upload Document
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16.

17.

18.

19.

20.

21.

22.

23.

In the Instructions to QRC
section, review the
information.

In the Do you want to
distribute this document field,
select the answer that fits best.
a) If Yes—go to step 18.

b) If No— move to step 21.

If Yes, the Distribute
Electronically section will
appear. Under the Send to
Party column, select the
parties that should be served
electronically via email.

Under the Distribute Manually
section, the parties that cannot
receive the document
electronically will be listed.
Select the parties to be served
by mail.

Mark the box attesting the
form has been provided to all
required parties and click the
yellow Submit Form button.

If No, click the yellow Submit
Form button.

Under the Supporting
Attachments section, attach
documentation to each
section.

Under the Electronic Signature
section, enter the QRC'’s full
name in the Full Name of
Signatory field (this must
match the Campus user profile
name) to sign electronically.
Mark the checkbox attesting to
the legality of the signature

Instructions to QRC @

Note: Retraining is limited to 156 weeks.

Intent to commit fraud

Rehabilitation form availability
This form and access to the electronic submission format is located at ww.dli.mn.gowWC/MWcFormsasp. The form can be made available in different formats, such as large print, Braille or audio. To request, call (651) 284-5032
or 1-800-342-5354.

~N

Disputed plan: To resolve 2 disputed Retraining Plan, call the Department of Labor and Industry's Alternative Dispute Resolution unit at (651) 284-5032 andor file a Rehabilitation Request form (see Minn. Rules 5220.0950). Do
not submit a disputed plan to the department without attaching it to a Rehabilitation Request form, unless a Rehabilitation Request form has been filed or will be filed by another party.

Any person who, with intent to defraud, receives workers’ compensation benefits to which the person is not entitled by knowingly misrepresenting, misstating or failing to disclose any material fact is guilty of theft and shall be
sentenced pursuant to Minn. Stat. § 609.52, subd. 3.

Do You Want to Distribute This Document?
Om O

Do You Want to Distribute This Document?
One @ves

Distribute Electronically
Upon submit, all selected parties will receive an email notifying them of the document

Send to Party Name Role
Mountain Attorney Attorney, TIMMY TESTING
Snow Paralegal Paralegal, TIMMY TESTING
Annual Tester Senvice of Process Designee, Test Builder S/1
Annual Tester Adjuster, ABC INSURANCE GROUP
Snow Paralegal Senvice of Process Designee, Mountain Law Firm

Distribute Manually
The parties below cannot recelve this document electronically through Campus.

[ O 1 attest that 2 copy of this form has been provided to all required parties. |

Address
ctesting719+mountain@gmail.com
ctesting719+snow@gmall.com
Uattestdli+acir2@gmail. com
Uattestdli+acir2@gmail. com

ctesting719+snow@gmail. com

send to Party Name Role Address
[m] MEYER GERALD £ QRC Rehab Provider 2814 ISLAND VIEW CT, ST CLOUD MN 56301

Do You Want to Distribute This Document?
@ne Oves

Submit Form Back Save as Draft Download PDF Preview Cancel

22

Supporting Attachments

Required attachments: Pursuant to Minnesota Rules 52200750, subp. 2(H), the following items must be attached:

ﬁurse Syllabus/Class Title Attachment

+ Upload Document

Physical requirements of the job for which the employee is being trained (on-site job analysis is preferred)

+ Upload Document

Medical information that the training and the occupational goals are within the employee’s restrictions
+ Upload Document

Vocational evaluation test results that support course choice
+ Upload Document

Recent Labor Market Survey

\+ T

\

J

Electronic Signature

Please type your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, I certify copies of this form and attachments are being sent to the employes, insurer, any attarney(s), the

Department of Labor and Industry and, if required, to the departments Vacational Rehabilitation unit (VRU)

| Full Name of Signatory * I

[ 1 understan that by checking this box, 1 am legalysignineg this electranc form and 1 confirm that the infarmation on this form s true, accurate, and complete to the best of my knowledge

134




and confirming the accuracy of
the document.

24. When complete, click the
yellow Submit Form button.

25. If the submission is successful,
a confirmation page will
display.

This includes links to the
Associated ID (RT) and document
number (DO) that were created
within Campus. This will also be
visible on the user’s Campus
dashboard under the My Forms tab
and the new file will display under
the My Rehab Cases tab.

m DEPARTMENT OF
LA ND INDUSTRY

Campus TEST Environment

Retraining Plan Successfully Submitted!

Confirmation Number: 12844

Associated ID: RT-02-6277-131

A confirmation email has been sent to ctestingZ19+QRC@gmail.com for your records. You may view your forms in

My_Form History.

FirstBuyer v
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R-8 Notice of Rehabilitation Plan Closure

QRCs develop, file and distribute an R-8 Notice of Rehabilitation Plan Closure to notify parties when vocational
rehabilitation services are no longer being provided to an injured worker. This form will have all costs, from the
beginning of the case to its closure, even if there were multiple QRCs who have worked with the injured worker

during the case.

e R

1. From the dashboard, click on pepamTMENTOF [somoms v ] T
the My Rehab Cases tab. Campus TEST Environment

My Overview

A Notifications

2. Under the Rehab Transaction 0 0 0 onettesors
ID cqumn, locate and click on Open Claims Upcoming Events New Documents

the RT file, which is the RCR et | Mot
originally filed.

Review documents in the
Notifications panel to ensure
accuracy.

My Queues - =
y Q My Events = 00

My Claims My Disputes My Forms | IREGEHELEeEREN
October 2024 <o

Associated Insurer QRC Initial Rehab  Date of Injury  Status v

Rehab
Transaction ID

Employee

Claim ID Consultation

Date

2 30 1 2 3 4 s
Schmidtbauer,
RT-02-6273-206 CL-02-6269-364 First Buyer 6/6/2024 3/12/2024 Open
Tracey
6 7 s s 1 u u
RT-02:6277:131 | TESTING, TIMMY CL-00-0903-836 First Buyer 10/17/2024 2/27/1980
3 14 15 6 7 1 19

Items per page 50

Showing (1-2) of 2 1

> Voc Rehab Case: RT-02-6277-131

3. Inthe Rehab Summary page, [t

click on R-Form Details->. ety TESTING ., 3 e

Rehab Summary

Assigned QRC
First Buyer

ider Firm
MEYER GERALD E QRC

Claim D Date of Injury
CL-00-0903-836 2/27/1980

4. Inthe R-Form Details pop-up f
R-F Detail
window, click the R8 drop- e

down menu. nen

Submit or Amend an R-Form

Retraining Plan 1

PPR

R-3

C D

No R-Forms can be submitted once inactivated

Next Cancel
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5.

6.

In the drop-down menu, select
the Submit option.

Click the yellow Next button.

In the Plan Closure Report (R8)
page, step 1 is Rehab Details.
Under the Claims Details
section, the associated claim
information will automatically
populate.

Enter the information for the
Claim Representative. Ensure
all fields with an * have
information entered.

Under the Employee Details
section, verify the date in the
Rehab Consultation Date field.

R-Form Details x

Submit or Amend an R-Form

RCR

R2

Retraining Plan

PPR

R-3

s

Next Cancel

R-Form Details X

Submit or Amend an R-Form

RCR

Retraining Plan

PPR

R-3

RE
Submit

No R-Forms can be submitted once inactivated.

6 Next Cancel

Plan Closure Report (R8)
Fl f

owing information

Rehab Details

Claim Details Q Q

Campus File Number

Services Provided Attachments and Information

Date OF Injury €laim Admin Claim Number Claim Rep First Name * Claim Rep Last Name * Phene Number

CL-00-0903-836 2/27/1980 5654887588 N/A N/A (000) 000-0000
Employee Details

Rehab Consultation Date WID Number Employee

10/17/2024 n EE-00-2695-898 TIMMY TESTING

Employee Address

123 MAIN ST

City. State Zip Code

ST PAUL MN 55101
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10.

11.

12.

13.

14.

15.

16.

17.

Under the Employer Details
section, click the yellow + Add
Contact button to add a
contact person for the
employer.

In the Add Employer Contact
pop-up window, a contact can
be added by selecting a known
contact in the drop-down
menu field or by entering
information in all the fields
with an *.

Click the yellow Save button to
add the information to the
form.

Back on the Employer Details
section, ensure the Employer
at Date of Injury field has
information entered.

Under the Insurer Details
section, verify the insurer
information.

Under the QRC Details section,
click on the drop-down menu
in the Rehab Provider Group
Address and select the
appropriate address for the
QRC firm.

Verify the number in the Phone
Number field.

Enter information in the
Vendor Name and Vendor
Number fields.

Employer Details
T

Employer At Date Of injury *

No contacts are currently listed for this employer.

1

Add Employer Contact

Select a known contact

P

You can either select a known contact or add a contact by completing the fields below ‘?

%

Contact First Name *

Contact Last Name *

Contact Phone Number *

Address Line1 *

Address Line2

Postal Code

City *

State Province *

12 BES Cancel

Employer Details
T
Contact Name

Kelly Clarkson

@ | Employer At Date Of Injury * !

Phone Number

(851)555-5678

Remove

Insurer Details

Insurer Name

Insurer Address

TEST BUILDER §/I

QRC Details
QRC Name
First Buyer

Rehab Provider Group Firm
MEYER GERALD E QRC

[man Provider Group Address

QRC Number
432

Phone Number *
(651)555-1212

QRC Firm Number
5068

@ Vendor Name

Vendor Number
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18. Under the Closure Details
section, ensure all fields with
an *have information entered.

19. Click the yellow Next button to
continue.

Closure Details

fmploymem Status at Plan Closure *

Name of Employer at Plan Closure *
=

Job Title at Plan Closure *

Job Ti P

Gross AWW at Plan Closure *
$ 0

RTW Date *
RTW D

Return to Work job *

Occupational bemands *

Reason for Rehabilitation Plan Closure *

Number Of Weeks Suspended

Training Services

Did Employee Have an Attorney?

@ o () ves

‘Total Number of Previous Assigned QRCs *

\-

19 SN ETT T
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20. Step 2 is Services Provided.
Enter all the costs incurred by
both prior and current QRCs
for all the applicable fields.

21. At the bottom, the amounts
entered will be added up and a
total will be displayed.

22. Click the yellow Next button to
continue.

Note: There is a Save as Draft
option if signatures or additional
information is needed. This will
allow for the form to be saved in
the My Forms tab on the
dashboard.

Plan Closure Report (R8)

atior

Rehab Details

Total Cost Details

00 - Rehab Consultation

- Medical Management

02 - On-Site Job Analysis

@

03 - Coordinate RTW Same ER

04 - Job Modification

05 - Functional Capacity Eval

06 - Transferrable Skills Analysis

- Work Evaluation

08 - Work Hardening/Ad)

2

09 - Job Seeking Skills Training

Services Provided

©

Attachments and Information

D

Prior Placement Firm Costs
s N -

N/A

Current Placement Firm Costs
s - -

Prior QRC Firm Costs
$ s0d:

Current QRC Firm Costs
$ -

Prior QRC Firm Costs
$ ° RCF

Current QRC Firm Costs
$ -

Prior QRC Firm Costs
$ ° RCF

Current QRC Firm Costs
$ -

N/A

Prior Placement Firm Costs

$

N/A

Current Placement Firm Casts
H P i

Prior QRC Firm Costs
s P i

Current QRC Firm Costs

$

Prior QRC Firm Costs
s P i

Current QRC Firm Costs

$

Prior Placement Firm Costs

Current Placement Firm Costs

Prior QRC Firm Costs.
s ¢ RCF

Current QRC Firm Costs
s -

Prior QRC Firm Costs

Current QRC Firm Costs

Prior Placement Firm Costs

"

Current Placement Firm Costs

$ Fi 3 P Fi $ $
Prior QRC Firm Costs Current QRC Firm Costs
N/A N/A $ P RCFi $ RC Fi
Prior QRC Firm Costs Current QRC Firm Costs
N/A N/A $ P RCFi $ RCFi

Prior QRC Firm Costs
$ F RCFi

Current QRC Firm Costs
s -

10A - Job Development

10B - Job Placement

- Post Placement Follow-up

N

- Tech/Academy Skills Imprv

o

- Vocational Counseling

=

- Vocational Testing

n

-Onthe Job Training

3

- Labor Market Survey

=

- Exploration of Retraining

3

- Administrative

5}

9-Prep/Attend Legal Proceeding

20 - Expenses/Other

Prior Placement Firm Costs
£ Prior P i

Current Placement Firm Costs

Prior QRC Firm Costs

Current QRC Firm Costs

Prior Placement Firm Costs

$p

Current Placement Firm Casts

$

Prior QRC Firm Costs

Current QRC Firm Costs

$ P $

Prior Placement Firm Costs

Current Placement Firm Costs

Prior QRC Firm Costs

Current QRC Firm Costs

Prior Placement Firm Costs

Current Placement Firm Casts

3

$P 3 P Fi $ $
Prior QRC Firm Costs Current QRC Firm Costs
N/A N/A $ F RCFi $ RCFi
Prior QRC Firm Costs Current QRC Firm Costs
N/A N/A $ @ RC Fi s -

Prior QRC Firm Costs

Current QRC Firm Costs

$ P $

NE

Prior Placement Firm Costs

$p

Current Placement Firm Costs

3

Prior QRC Firm Costs

$

Current QRC Firm Costs

B

Prior Placement Firm Costs
$ Prior P F

Current Placement Firm Costs

3

Prior QRC Firm Costs

$

Current QRC Firm Costs
s i

N/A

Prior Placement Firm Costs
$ Prior P F

NIA

Current Placement Firm Costs
4 P F

Prior QRC Firm Costs

$

Current QRC Firm Costs
s i

Prior QRC Firm Costs

$

Current QRC Firm Costs
> -

Prior Placement Firm Costs

$p

Current Placement Firm Casts

$

Prior QRC Firm Costs

$

Current QRC Firm Costs

$

Current Placement Firm Costs

$ P Fi

Prior QRC Firm Costs

$

Current QRC Firm Costs

Total Costs of Each Column

Sum of Total Costs

S0.00

5000

£990.00

3
495.00
$1,485.00

Save as Draft Cancel

23. Step 3 is Attachments and
Information. Under the
Summary Closure Report
section, provide a narrative in
the Summary Closure Report
field or by attaching a
document by clicking the
yellow + Upload Document
button.

Plan Closure Report (R8)

he fo n

Rehab Details

Summary Closure Report

Services Provided

Attach a Summary Clasure Report summarizing services from beginning to end of rehabilitation plan (Minn. Rules 5220.0510, subp. 7 F (4))

Summary Closure Repor

Attachments and Information

+ Upload Document

File Name

osure Report s required

File Type

Description

Remove
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Note: A summary closure report
must be entered to submit the
form.

24. Under the Supporting

Attachments section, add any
additional documentation by
clicking the yellow + Upload
Document button.

Supporting Attachments

2.

File Name File Type Description Remove

25

26

27

28

29

30

In the R-8 Notice of
Rehabilitation Plan Closure
Form Information section,
review the information.

In the Do you want to
distribute this document field,
select the answer that fits best.
a) If Yes—go to step 27.

b) If No—move to step 30.

If Yes, the Distribute
Electronically section will
appear. Under the Send to
Party column, select the
parties that should be served
electronically via email.

Under the Distribute Manually
section, the parties that cannot
receive the document
electronically will be listed.
Select the parties to be served
by mail.

Mark the box attesting the
form has been provided to all
required parties and click the
yellow Submit Form button.

If No, click the yellow Submit
Form button.

R-8 Notice of Rehabilitation Plan Closure Form Information
furpose:‘me Notice of Rehabilitation Plan Closure (R-8) form and the summary report document the closure of the plan. The R-8 is used to document the reason the plan is being closed or suspended, the \
b

employee's employment status at plan closure and the cost of a1l rehabilitation services that were provided Under the plan. Th narrative summary report describes the services that were provided from the
eginning to the end of the plan. Both of these documents must be filed within 30 calendar-days of notice of any of the events listed in Minnesota Rules 5220.0510, subp. 7, or when the QRC withd raws under Minn
Rules 5220.0510, subp. 7a.

Item 15: Employment status at plan closure - Check box c only if the employee is unemployed and has been released to return to any job, without any physical limitations/effects of work injury. dentify the
documents (such as Work Ability form, etc) that provide the basis for this selection within the R-8 summary report, then skip to item 21

Item 20a: Return to work - enter information about the job where the employes returned to wark
Item 20b: Occupational demands - for DOT physical demands and strength rating description, see the R-2 Rehabilitation Plan form information sheet
Item 21: Reason for renabilitation plan closure -

2. the employee has been steadily working at suitable gainful employment for 30 days or more, or the time period provided for in the plar;

b. the employee's rehabilitation benefits have been closed out by an award on stipulation or award on mediation;

. the commissioner or a compensation judge has ordered that the rehabilitation plan be closed and there has been no timely appeal of that order;

d. the employee and insurer have agreed to clase the rehabilitation plar;

€. the QRC has been unable to locate the employee following 2 good faith effart to do so;

. the employee has died; or

g-the QRC decides to withdraw after the insurer has provided written notice to the employee, the employee's attorney, the commissioner and the QRC that the insurer is denying further liability for the injury for
which rehabilitation services are being provided. (For item 21g, the QRC must file the R-8 and attach a copy of the insurer's notice of denial, copying appropriate parties, including a separate copy to
the department’s Vocational Rehabilitation unit (VRU).)

NOTE: item 21g does not apply f a claim petition, objection to discontinuance, request for an administrative conference or other document initiating ltigation has been filed for the lisbility issue. if one of these
documents has been filed and the QRC decides to withdraw, the QRC shall document the withdrawal by filing a Rehabilitation Plan Amendment (R-3) form

ended

Item 23: If the rehabilitation plan was temporarily interrupted by an R-3 (such as agreement of the parties) or an order of the department, then indicate the cumulative number of weeks the plan v

Item 25: Total number of previously assigned QRCs invoived in this rehabilitation plan - include any other QRCs from your firm or another firm wha provided services under the plan closed by this R-8form.

Item 26: Costs by service area and rehabilitation provider - st the total costs for the individual services provided by rehabilitation provider firms in the applicable spaces. No information is to be listed in the spaces
marked “N/A” After this s completed, total each of the four columns and enter the final amounts in “Total costs of each column.”

Sum of column totals 2bove - add the dollar amounts of the four “Total costs” columns and place that total in the space provided.

Note on service code definitions: Ses Minn. Rules 5220.01
5, amends the definitions in Minn. Rules 5220.0100, subps. 1

for service code definitions. However, for service codes 10A and 108 the statutory definition of job development in Minnesota Statutes § 176.102, subd
18, as provided below.

Service code 10A: development” means systematic contact with prospective employers resulting in opportunities for interviews and employment that might not otherwise have existed and includes identification
of job leads and arranging for job interviews. Job development facilitates a prospective employer's consideration of 2 qualified employee for employment. See Minn. Stat. § 176.102, subd. 5(b), for the maximum
number of hours and weeks of job development services for dates of injury on or after OCt. 1, 2013

Service code 108: ‘Job placement” means activities that support a qualified employee’s search for work including the preparation of a client to conduct an effective job search and communication of information
about the labor market, programs o laws offering employment incentives and the qualified employee’s physical limitations and capabilities as permitted by data privacy laws.

Attach a closure report summarizing services provided (Minn. Rules 5220.0510, subp. 7 F (4)).

Do You Want to Distribute This Document?
@ O

&ewd copies of the RS to the employee, insurer and attorneyls). If the insurer Is denying further liability, send a separate copy addressed to the department's Vocational Rehabilitation unit (VRU) if withdrawing /

Do You Want to Distribute This Document?
One @ves

Distribute Electronically
Upon submit, all selected parties will receive an email notifying them of the document.

Send to Party Name Role Address

Mountsin Attorney Attorney, TIMMY TESTING ctesting719+mountain@gmail.com

Snow Paralegal Paralegal, TIMMY TESTING ctesting719+snow@gmail.com

Annual Tester Service of Process Designee, Test Builder S/1 Vattestdli+acirz@gmail.com

Annual Tester Adjuster, ABC INSURANCE GROUP Uattestdli+acir2@gmail.com

Snow Paralegal Service of Process Designee, Mountain Law Firm ctesting719+snow@gmail.com

Distribute Manually
The parties below cannot recaive this document electronically through Campus.

Send to Party Name Role Address

[m] MEYER GERALD E QRC Rehab Provider 2814 ISLAND VIEW CT, ST CLOUD MN 56301

| O 1 attest that a copy of this form has been provided to all required parties. |

l Back

Save as Draft Download PDF Preview

Do You Want to Distribute This Document?
@ Oves

Back Save as Draft Download PDF Preview
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31.

32.

Under the Electronic Signature
section, enter the QRC’s full
name in the Full Name of
Signatory field (this must
match the Campus user profile
name) to sign electronically.
Mark the checkbox attesting to
the legality of the signature
and confirming the accuracy of
the document.

When complete, click the
yellow Submit Form button.

Electronic Signature

pe your First and Last Name as they appear on your CAMPUS profile. By signing and dating this form, | certify copies of this form and attachments are being sent to the employee, insurer, any attormey(s), the

Floas: Dy g
nt of Labor and Industry and, if required, to the department's Vocational Rehabilitation urit (VRU)

Dapa

Full Name of Signatory *

|0 1 understand that by checking this bos, | am legally signing this alectroric form 2nd | confirm that the information on this form istrue, accurate, and complete to the best of my krowl=dge |

SO Downesdror  Fraven

33.

If the submission is successful,
a confirmation page will
display.

This includes links to the
Associated ID (RT) and document
number (DO) that were created
within Campus. This will also be

visible on the user’s Campus
dashboard under the My Forms tab
and the new file will display under
the My Rehab Cases tab.

m“ DEPARTMENT OF

First Buyer v

Campus TEST Environment

o

Rehab Closure Successfully Submitted!

Confirmation Number: 12846

Associated |D: RT-02-6277-131
Click the link to view your new decument:

D0-02-6277-157
poo

aan for your records. You may view your forms in

My Form History]

A confirmation email has been sent to ctesting
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Document history

Version Description

1.0 Initial document Oct. 22, 2024
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