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ARIZONA ALCOHOL — AND DRUG-FREE WORKPLACE PREMIUM
CREDIT ENDORSEMENT

This endorsement applies only to the insurance provided by the policy because Arizona is shown in Item 3.A. of
the Policy Information Page.

This endorsement provides notice that premium for your policy may be affected by the Arizona Alcohol-and
Drug-Free Workplace Premium Credit Program.

You may qualify for a 5% premium credit if you have established and maintain a qualifying alcohol-and drug-free
workplace program in accordance with Title 23, Chapter 2, Article 14 of Arizona Statutes.

We will determine your eligibility for this premium credit after total premium has been paid for the policy period
and may be revised at the time your final premium audit is processed.

The determination that you have a qualifying program must be made each year that you receive the premium
credit. To implement a premium credit program, the following guidelines must be established:

1. Insurers offering the premium credit program may apply a 5% premium credit to qualifying employers.
2. To receive the premium credit, you must:

a. Provide a written statement to the insurer prior to or within 30 days after the beginning of the policy ef-
fective date each year, certifying that the business has implemented a program meeting the require-
ments of Title 23, Chapter 2, Article 14.

b. At any time during the term of the policy, provide additional information to the insurer, as required, to
confirm that a qualifying program has been established and is being maintained.

c. Comply with the alcohol and drug testing policy requirements in accordance with Title 23, Chapter 2, Ar-
ticle 14.

d. Conduct alcohol and drug testing of prospective employees.
e. Conduct alcohol and drug testing of an employee after the employee has been injured.
f. Allow us to have access to the alcohol and drug testing results under d. and e. above.

3. The determination that you have established and maintain a qualifying program must be made during each
policy term that you receive the premium credit.

4. Your certification and any other information relied upon by the insurer in granting the premium credit must be
kept in the insurer's underwriting files and made available to the Department of Insurance upon request .

5. The premium credit may be applied after total premium has been paid for the policy period and may be
revised at final audit to the employer's policy. The credit is applicable as a supplement to deviated rates and
is applied in a multiplicative manner, after the application of the experience modification, and before the ap-
plication of the premium discount and expense constant.
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6. You must reimburse the premium credit if it is determined that you were not in compliance with the provi-
sions of the program.

7. Minimum premium policies are eligible for this premium credit.

8. Residual market employers are eligible to apply for this premium credit.

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

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

Endorsement Effective Policy No. Endorsement No.
Insured Premium
Insurance Company Countersigned by

DATE OF ISSUE: 02-14-22 ST ASSIGN: Page 2 of 2
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ARIZONA CANCELLATION AND NONRENEWAL ENDORSEMENT

This endorsement applies because Arizona is shown in Item 3.A. of the Information Page.

Part Six — Conditions, Section D. (Cancellation) of the policy is replaced by the following:

D. Cancellation and Nonrenewal

1.

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

If you cancel or fail to renew this policy, we must promptly notify the Industrial Commission of Arizona.

We may cancel this policy if you fail to pay premium when due, or when one or both of the parties to a
professional employer agreement terminate the agreement.

* If we cancel or nonrenew this policy, we must provide to you and the Industrial Commission of
Arizona at least 30 days' notice of the cancellation or nonrenewal. Notice may be sent via mail or
email as follows:

* Mailing that notice to you at your last-known mailing address on file with us will be sufficient proof
of notice.

* If you consented to have the notice emailed in accordance with Arizona law, emailing that notice
to you at your last-known email address as provided by you to us will be sufficient proof of notice.

* If the email notice is: (1) rejected for delivery; (2) returned to us; or (3) we become aware that
the email address provided by you is no longer valid, then we will also mail that notice to you
by US Postal Service certified mail, certificate of mailing, or first-class mail using intelligent
mail barcode, or another similar tracking method used or approved by the US Postal Service.

* If we nonrenew this policy and fail to give you notice of nonrenewal, coverage will not extend beyond
the policy period.

The policy period will end on the date and time stated in the cancellation or nonrenewal notice.

Any of these provisions that conflict with a law that controls the cancellation of the insurance in this policy
is changed by this statement to comply with the law.

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

stated.

(The information below is required only when this endorsement is issued subsequent to preparation of

the policy.)

Endorsement Effective Policy No. Endorsement No.

Insured Premium $

Insurance Company Countersigned by

DATE OF ISSUE: 02-14-22 ST ASSIGN: Page 1 of 1
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ARIZONA AMENDATORY ENDORSEMENT

This endorsement applies because Arizona is shown in Item 3.A. of the Information Page.
Item 2. of the Information Page is replaced by the following:

2. The policy period is from _ 02-15-22 to 02-15-23 12:01 a.m. in the time zone of the insured's
mailing address.

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

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

Endorsement Effective Policy No. Endorsement No.

Insured Premium $

Insurance Company Countersigned by

DATE OF ISSUE: 02-14-22 ST ASSIGN: Page 1 of 1
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ARIZONA
WORK EXPOSURE TO BODILY FLUIDS

(HIV & AIDS)

Dear Policyholder:

The Arizona Industrial Commission requires Employers to post Immediately Adjacent to the "Notice To
Employees" an English language notice entitled "Work Exposure To Fluids". For those Employers who
have a Spanish speaking work force the "Work Exposure To Fluids" is also printed in Spanish.

In addition, the Employer must also supply their Employees the Reporting Forms (Sample Attached)
needed to report such exposures to bodily fluids. The Employer may secure a supply of these Reporting
Forms from the Industrial Commission of Arizona.

WO02M1A18



REPORT OF SIGNIFICANT WORK EXPOSURE TO BODILY FLUIDS OR OTHER INFECTIOUS MATERIAL

(This form is not a claim form, but a report of exposure. Forms to report a claim to the Industrial Commission are available at:
www.azica.gov .)

1. Exposed Employee Birth Date Job Title
Last Name First M.I.
Address Phone No.

Employer's Full Name

Employer's Address

Date of Exposure Time of Exposure

Address or Location of Exposure

No g s~ w N

Describe the circumstances surrounding the exposure, including (if applicable) personal protective equipment worn and the names of
any witnesses to the exposure (be specific)

SAMPLE FORM

Employers should obtain a supply of "REPORTING FORMS" from the Industrial
Commission of Arizona. See "Notice to Employees" for address and phone number.

8. What were you exposed to? (Directly or indirectly via bandages, personal items, etc.) Check all that apply.

[]Blood [ ]vaginal fluid [ ] Broken skin [Jurine [ Jany other fluid(s) containing blood or infectious material (Describe)
[[] semen []surgical fluid(s) [_] Mucous membrane [_] Feces [_|Airborne/Respiratory/Oral Secretions Other (specify):
|:| Saliva |:|Vomitus |:| Skin infection (e.g. abscesses, boils, or pus-filled/red/swollen/painful skin lesions)

9.  Source person(s) information [_| Unknown [] Known

Name DOB Phone No.

Address City State Zip

10. What part(s) of your body was exposed to bodily fluids/infectious material? Did exposure take place through your skin or mucous
membrane (be specific)?

11. Did you have any open cuts, sores, rashes, or other breaks/ruptures in your skin or mucous membrane that were exposed to bodily
fluids/infectious material (please describe)?

| HAVE GIVEN THIS FORM TO MY EMPLOYER AND HAVE RECEIVED A COPY OF THIS COMPLETE FORM.

EMPLOYEE SIGNATURE DATE
Other Required Steps to Establish Prima Facie Claim for HIV, AIDS or Hepatitis C (A.R.S. 8§ 23-1043.02, -03; A.A.C. R20-5-164)

1.  You must file this report with your employer no later than ten (10) days after your exposure.
2. You must have blood drawn no later than ten (10) calendar days after exposure.

3. You must have blood tested for HIV or Hepatitis C by Antibody Testing no later than thirty (30) calendar days after
exposure and test results must be negative.

4. You must be tested or diagnosed as HIV positive no later than eighteen (18) months after the exposure, or tested and
diagnosed as positive for the presence of Hepatitis C within seven (7) months after the exposure.

5. You must file a workers' compensation claim with the Industrial Commission of Arizona no later than one (1) year from the
date of diagnosis or positive blood test if you wish to receive benefits under the workers' compensation system.

Other Required Steps to Establish Prima Facie Claim for MRSA (A.R.S. § 23-1043.04; A.A.C. R20-5-164)

1.  You must file this report with your employer no later than thirty (30) days after your exposure.

2. For a claim involving MRSA, you must be diagnosed with MRSA within fifteen (15) days after you report in writing to your
employer the details of the exposure.

3. You must file a workers' compensation claim with the Industrial Commission of Arizona no later than one (1) year from the
date of diagnosis if you wish to receive benefits under the workers' compensation system.

Other Required Steps to Establish Prima Facie Claim for Spinal Meningitis or TB (A.R.S. § 23-1043.04; A.A.C. R20-5-164)

1.  You must file this report with your employer no later than ten (10) days after your exposure.

2. For a claim involving spinal meningitis, you must be diagnosed within two (2) to eighteen (18) days of the possible
significant exposure and for a claim involving tuberculosis, you must be diagnosed within twelve (12) weeks of the possi-
ble significant exposure.

3. You must file a workers' compensation claim with the Industrial Commission of Arizona no later than one (1) year from the
date of diagnosis if you wish to receive benefits under the workers' compensation system.
Employer: Keep Original (Notify Carrier) Employee: Keep Copy
THIS FORM APPROVED BY THE INDUSTRIAL COMMISSION OF ARIZONA

Claims ICA 0124-Rev 07.01.11
W02M2A18



TO BE POSTED BY EMPLOYER POLICY NUMBER UB-6N259033-22-14-G

ISSUED TO: CHAMPLAIN COLLEGE INCORPORATED

NOTICE TO EMPLOYEES

RE: ARIZONA WORKERS' COMPENSATION LAW

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

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

* % % * * * % % % % *x *x *x *

PARA SER COLOCADO POR EL PATRON NUMERO DE POLIZA UB-6N259033-22-14-G

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

A todos los empleados se les notifica por este medio que este patrén ha cumplido con las
provisiones de la Ley de Compensacion para los Trabajadores de Arizona (Titulo 23, Capitulo 6,
Estatutos Enmendados de Arizona) tal como han sido enmendados, y con todas las reglas y
ordenanzas de La Comisién Industrial de Arizona hechas en cumplimiento de ésta, y ha asegurado el
pago de compensacion a los empleados garantizando el pago de dicha compensacién por medio de: THE
TRAVELERS INSURANCE COMPANIES

Ademas, a todos los empleados se les notifica por este medio que en caso de que especificamente
ellos no rechazen las disposiciones de dicha ley obligatoria, se les considerara bajo las leyes de
Arizona de haber aceptado las provisiones de dicha ley y de haber escogido aceptar la compensacién
bajo estos términos; también bajo estos términos los empleados tienen el derecho de rechazar la
misma por medio de una notificaciébn por escrito antes de que sufran alguna lesion, todos los
formularios o formas en blanco para tal notificacién por escrito estaran disponibles para todos los
empleados en la oficina de este patrén.

* % % * * * % % % % *x *x *x *

KEEP POSTED IN A CONSPICUOUS PLACE.

COLOQUESE EN LUGAR VISIBLE.

WO02P1A96




WORK EXPOSURE TO BODILY FLUIDS

NOTICE TO EMPLOYEES

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

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

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

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

2. NO LATER THAN TEN (10) CALENDAR DAYS after a possible significant exposure which arises out of
and in the course of employment, the employee reports in writing to the employer the details of the exposure as
provided by Commission rules. Reporting forms are available at the office of this employer or from the Industrial
Commission of Arizona, 800 W. Washington, Phoenix, Arizona 85007, (602) 542-4661 or 2675 E. Broadway,
Tucson, Arizona 85716, (520) 628-5188. If an employee chooses not to complete the reporting form, that
employee may be at risk of losing a prima facie claim.

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

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

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

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

ICA Form 04-615-01

WO02P4008



EXPOSICION A FLUIDOS CORPORALES EN EL TRABAJO

AVISO A LOS EMPLEADOS

Re: El Virus de la Inmunodeficiencia Humana (VIH),
Sindrome de la Inmunodeficiencia Adquirida (SIDA) y Hepatitis C

Se les notifica a los empleados que se puede hacer una reclamacién por una condicién, infeccion,
enfermedad o incapacidad relacionada con o derivada del Virus de Inmunodeficiencia Humana (VIE), Sindrome
de Inmunodeficiencia Adquirida (SIDA), o Hepatitis C bajo lo provisto por la Ley de Compensacion para los
Trabajadores de Arizona y las reglas de La Comision Industrial de Arizona. Tal reclamacién debe incluir el
suceso de una exposicién importante en el trabajo, la que por lo general significa contacto de alguna ruptura de
la piel o mucosa del empleado con la sangre, semen, fluido vaginal, fluido(s) quirurgico(s) o cualquier otro fluido
de una persona que contenga sangre. EL EMPLEADO DEBE CONSULTAR A UN MEDICO PARA
CONFIRMAR SU RECLAMACION. Las reclamaciones no pueden resultar de actividad sexual o use ilicito de
drogas.

Ciertas clases de empleados pueden establecer mas facilmente una reclamacién relacionada con el VIH,
SIDA o Hepatitis C si reUnen los requisitos siguientes:

1. El curso regular del empleo del empleado requiere el manejo de o la exposicién a sangre, semen,
fluido vaginal, fluido(s) quirurgico(s) o cualquier otro fluido que contenga sangre. Incluidos en esta categoria son
los proveedores de cuidados de la salud, trabajadores de laboratorios forenses, bomberos, agentes policiales,
técnicos medicos de emergencia, paramédicos y-agentes correccionales.

2. NO MAS DE DIEZ (10) DIAS DE CALENDARIO después de una posible exposicion importante
que resulta de y en el curso de su trabajo, el empleado reporta a su patron por escrito los detalles de la
exposicién como lo proveen las reglas de la Comision. Las formas de reporte estan disponibles en la oficina de
este patron o de la Comision Industrial de Arizona, 800 W. Washington, Phoenix, Arizona 85007, (602) 542-4661
0 2675 E. Broadway, Tucson, Arizona 85716, (520) 628-5188. Si un empleado elige no llenar la forma de reporte,
ese empleado corre el riesgo de perder una reclamacién de prima facie.

3. NO MAS DE DIEZ (10) DIAS DE CALENDARIO después de una posible exposicion importante
el empleado va a que le saquen sangre, y NO MAS DE TREINTA (30) DIAS DE CALENDARIO la sangre es
analizada para VIH O HEPATITIS C por medio de analisis de anticuerpos y el analisis resulta negativo.

4. NO MAS DE DIECIOCHO (18) MESES después de la fecha de la posible exposicion importante
en el trabajo, el empleado es examinado nuevemente y los resultados del analisis son positivos por VIH o el
empleado ha sido diagnosticado como positivo por la presencia de VI , o NO MAS DE SIETE (7) MESES
despuesh de la fecha de la posible exposicion importante en el trabajo, el empleado es examinado nuevamente y
los resultados del andlisis son positivos por la presencia de Hepatitis C o el empleado ha sido diagnosticado
como positivo por la presencia de Hepatitis C.

MANTENER FIJO EN UN LUGAR SOBRESALIENTE JUNTO AL AVISO A LOS
EMPLADOS SOBRE COMPENSACION PARA TRABAJADORES

ESTE AVISO HA SIDO APROBADO POR LA COMISION INDUSTRIAL DE
ARIZONA PARA USO DE LAS ASEGURADORAS

WO02P5008



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

Notice to Employees

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

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

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

2. No later than thirty (30) calendar days after a possible significant exposure, the employee reports in writ-
ing to the employer the details of the exposure;

3. Adiagnosis is made within the following time-frames:

a. For a claim involving MRSA, the employee must be diagnosed with MRSA within fifteen (15) days
after the employee reports pursuant to Item No. 2 above;

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

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

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

Employers must post this notice in a conspicuous place next to the Workers' Compensation Notice to Employees.

REV 7/11 WO02P6T11



NAMED INSURED: CHAMPLAIN COLLEGE INCORPORATED

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

EFFECTIVE DATE: 02-15-22

GUNTHER OPERATOR:
MANUALLY INSERT 1  COPIES OF THE
ARIZONA OVERSIZED POSTING NOTICES
WO02P2 — (ENGLISH)

WO02P3 — (SPANISH)
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See instructions on other side.
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