














CY-FAIR VOLUNTEER FIRE DEPARTMENT

"Saving Lives and Property since 1963"'

P.O. Box 820 9754 Whithorn 281-550-6663
Cypress, TX 77410 Houston, TX 77095 281-550-7288 (fax)

Cy-Fair Volunteer Fire Department
PARENTAL NOTICE AND CONSENT - DRUG TESTING

Date:

Name of Minor:

L , the
(Fill in the full name of parent or guardian) (Fill in the relationship i.e. father, mother. guardian)

parent/guardian of the above referenced minor child, have read and understood the Drug Testing policy of the Cy-Fair
Volunteer Fire Department Departmental Guidelines and hereby consent for the Cy-Fair Volunteer Fire Department to have my
minor child tested for drug and alcohol use, currently and on a random basis throughout the child’s membership with the
Department.

I further recognize the right of the Cy-Fair Volunteer Fire Department to keep test results confidential. Unless a court
of appropriate jurisdiction orders disclosure, the results if the testing will not be made available to me.

I may withdraw this consent by providing written notice to the Department; however, I am aware that withdrawal of
consent will result in the suspension of membership privileges of the minor child with the Department.

(Signature)

(Printed name of Parent/Guardian)

(Relationship **)

(Date Signed)
State of Texas §
Harris County §
Sworn to before me this day of , , by
Notary Public, State of Texas
(seal)

** If relationship is not mother or father, provide a copy of the court erder or other document which permits the
guardian to execute this consent for the minor child.




CY-FAIR VOLUNTEER FIRE DEPARTMENT
DRUG TESTING CONSENT AND ACKNOWLEDGEMENT FORM

In order to assist in maintaining a safe environment, the Cy-Fair Volunteer Fire
Department has established a drug testing policy. A copy of this policy has been
provided to me and I have read and understood it.

I understand that compliance with the Policy is a condition of my service/employment or
continued service/employment with Cy-Fair Volunteer Fire Department. I also
understand that disciplinary action will be taken if I am found in violation of the Policy. 1
understand that if I decline to submit to the Policy, I will be dismissed from service with
the Department.

I understand that unannounced testing may be conducted under the Policy.

I understand that nothing in the Policy alters my status as a volunteer, member or
employee and nothing in the Policy constitutes a contract or promise of employment.

SIGNATURE:

DATE:




CY-FAIR Volunteer Fire Department \ No. 01.04.06
Departmental Guidelines

Category: Administration Revision No.: 1
Section:  Personnel, Staff Effective Date: 06/19/00

lllegal Drug Testing Policy

Approvals:

Fire Chief ‘ Board President

Objective: To implement a fair, safe, and manageable testing practice that will help keep the Department and

its members and employees from accident or injury involving cllegal drug use and from accident
involving alcohol use.

Initial Testing: All current members of the Cy-Fair Volunteer Fire Department and all current employees will be
subject to testing for illegal use of drugs upon implementation of this policy (“initial phase testing”). (Members
and employees are collectively called “workers” in this policy.) Workers shall be selected for initial phase testing
randomly from the pool of workers who have not been yet tested in the initial phase After all workers have been

tested in the initial phase, any testing — other than post accxdent or pre-service — testing shall be performed
randomly.

Any worker who feels he or she has a problem involving illegal use of a drug, and discloses same to the
Department prior to initial phase testing, will receive assistance from the Department to the fullest extent that

is possible, excluding financial assistance or paid leave, but will be temporarily removed from all paid and/or
volunteer areas until a medical release is obtained from a doctor.

When Other Testing Will Occur: Other than initial testing, the Department will conduct pre-employment/pre-
membership (collectively “pre-service”) drug testing, random drug testing for current workers, and post-accident
drug testing. In addition to testing for the illegal use of drugs during a post-accident test, the individual will also
be tested for alcohol. Post accident testing is governed by the Department's Driving Procedures DG as well as

this policy. Pre-service drug tests will be conducted only after an offer of employment contingent on passing
the test has been made.

Mechanics: Testing will be performed on urine samples (unless testing is post accident for alcohol, in which
event testing may be on breath and saliva samples) provided by the worker or applicant. The Department will
test for the illegal use of (and the term “drug” in this policy means) [Amphetamines, Barbiturates, Cocaine,
Benzodiazepines, Methaqualone, Methadone, Oplates, Phencyclidine, Propoxyphene, Marijuana] or their
metabolites in a quantity equal to or in excess of the applicable cut off limit. The cut off limit for each drug is
a quantity of a equal to or greater than the level for the drug as established by the testing laboratory and
approved by the Department under the provisions of any federal or state law or local ordinance. A preliminary
test will be done on a urine sample by the Enzyme Multiplied Immunoassay Technique (EMIT) method. If that
result is positive, a confirming test will be done by Gas Chromatography/Mass Spectrometry (GC/MS). (An initial
and confirming test will also be done for alcohol if the testing is post accident, but by other methods.) If the
confirming test is negative, a negative test report will be made to the Department. If the confirming test result
is also positive, a medical review officer will review the test results and make a reasonable effort to discuss the
matter with the worker and obtain any prescriptions that may reflect legal use. The medical review officer shall
issue a report fo the Department worker administering this policy based upon the testing results and any
discussion with the worker. Test results will remain confidential except as may be required within the




HARRIS COUNTY, TEXAS

FIRE & EMERGENCY SERVICES M. S. Montgomery
FIRE MARSHAL’S OFFICE Fire Marshal

480 N. Sam Houston Parkway E., Suite 105, Houston, TX 77060
281-931-1085 » 281-931-5874 (fax)
www.co.harris.tx.us/fmarshal

FIRE OR EMS PROVIDER CRIMINAL REPORTING FORM
State Law, specifically Section 411.1237 of the Government Code, entitles the Fire Chief or Chief Executive of a fire depariment or an
emergency medical services provider for an unincorporated area to request the County Fire Marshal to obtain and disclose criminal

history record information that relates to an applicant, employee, or member of that department. The County Fire Marshal may
disclose such information only as authorized by federal or state law, executive order, or rule.

THIS REQUEST WILL NOT BE PROCESSED UNTIL ALL INFORMATION & SIGNATURES ARE PROVIDED.

Name of Fire or EMS provider: Cy Fair Volunteer Fire Department
Authorized request and response contacts (Name/Title/Signature)

1. Melissa Scrivner 2. Scott Mullins
Date: 4/1/2006 Date: 4/1/2006

Name of applicant / member / employee, including nickname or alias:

Social Security Number Driver License State Number

Date of Birth

Please check the box if a fingerprint check is requested; [

Please check the box for each DISQU NG criminal offense: FORFIRE MARSHAL USE ONLY

Charged  # Convicted # Description Charged  Cenvicred  Last
X o X ___ Class B Misdemeanor in the past 7 years — — h
X o X _ Class A Misdemeanor in the past 7 years o — A
X o X ____ State Jail Felony in the past any years — — o
X o X 3" Degree Felony in the past any years — — A
X o X 2" Degree Felony in the past any years o o A
X o X ____ 1" Degree Felony in the past any years o o A
X o X ___ moving traffic violations in the past 3 years o o o

By submitting and signing this application, I authorize and request the release of any criminal history record information obtained by the Harris County
Fire Marshal’s Office pursuant to Section 411.1237 of the Texas Government Code. I consent to the release of my fingerprint information to the Harris
County Fire Marshal’s Office. I understand that my social security number, driver’s license information, and fingerprints will be used for identification

purposes. I understand that the information obtained may be used by a provider of fire or emergency medical services in making decisions with regard
to my membership and/or employment.

Applicant / Member / Employee Signature Date

Revision-¢ 12-01-03




CY-FAIR

RELEASE AUTHORIZATION

In connection with my application for employment, I understand that a consumer report or an investigative consumer report
may be requested that will include information as to my character, work habits, performance, and experience along with
reasons for termination of past employment. I understand that as directed by company policy and consistent with the job

- described, you may be requesting information from public and private sources about my: workers’ compensation injuries,

driving record, court record, education, credentials, credit and references.

Medical and workers’ compensation information will only be requested in compliance with the Federal Americans with
Disabilities Act (ADA) and/or other applicable state laws. According to the Fair Credit Reporting Act, I am entitled to know
if employment is denied because of information obtained by my prospective employer from a consumer-reporting agency. If
so, I will be notified and given the name and address of the agency or the source that provided the information.

I acknowledge that a telephonic facsimile (FAX) or photographic copy shall be as valid as the original. This release is valid
for most federal, state and county agencies including the Minnesota Department of Labor.

I hereby authorize, without reservation, any law enforcement agency, institution, information service bureau, school,
employer, reference or insurance company contacted by ADP Screening and Selection Services from Avert or its agent to
furnish the information described in Section 1. The following information is required by law enforcement agencies and other
entities for positive identification purposes when checking public records. It is confidential and will not be used for any other
purposes. I hereby release the employer and agency and all persons, agencies and entities providing information or reports

~ ‘about me from any and all liability arising out of the requests for or release of any of the above mentioned information or

reports.

Please print your full name

Please print other names you have used

Home Address
City State Zip Code
Social Security Number Date of Birth

The following states require sex and race to obtain information: AL, AR FL GAIAIL, IN, OR, TX," WI

o Male 0 Female
0 Asian 0 Black O Hispanic 0O White 0 Other
Drivers License Number . State Issuing License

Name as it appears on license

Signature Date



| FORM 1A: Attachment
A Summary of Your Rights

Under the Fair Credit Reporting Act

The Federal Fair Credit Reporting Act (FCRA) is designed to promote accuracy, fairness, and privacy of
information in the files of every "consumer reporting agency" (CRA). Most CRAs are credit bureaus that gather
and sell information about you -- such as if you pay your bills on time or have filed bankruptcy -- to creditors,
employers, landlords, and other businesses. You can find the complete text of the FCRA, 15 U.S.C. §§ 1681-
1681u. The FCRA gives you specific rights, as outlined below. You may have additional rights under state
law. You may contact a state or local consumer protection agency or a state attorney general to learn those
rights.

You must be told if information in your file has been used against you. Anyone who uses
information from a CRA to take action against you -- such as denying an application for credit, insurance, or

employment -- must tell you, and give you the name, address, and phone number of the CRA that provided the
consumer report.

You can find out what is in your file. At your request, a CRA must give you the information in your
file, and a list of everyone who has requested it recently. There is no charge for the report if a person has taken
action against you because of information supplied by the CRA, if you request the report within 60 days of
receiving notice of the action. You also are entitled to one free report every twelve months upon request if you
certify that (1) you are unemployed and plan to seek employment within 60 days, (2) you are on welfare, or (3)
your report is inaccurate due to fraud. Otherwise, a CRA may charge you up to eight dollars.

You can dispute inaccurate information with the CRA. If you tell a CRA that your file contains
inaccurate information, the CRA must investigate the items (usually within 30 days) by presenting to its
information source all relevant evidence you submit, unless your dispute is frivolous. The source must review
your evidence and report its findings to the CRA. (The source also must advise national CRAs — to which it
has provided the data -- of any error.) The CRA must give you a written report of the investigation, and a copy
of your report if the investigation results in any change. If the CRA's investigation does not resolve the dispute,
you may add a brief statement to your file. The CRA must normally include a summary of your statement in

future reports. If an item is deleted or a dispute statement is filed, you may ask that anyone who has recently
received your report be notified of the change.

Inaccurate information must be corrected or deleted. A CRA must remove or correct inaccurate or
unverified information from its files, usually within 30 days after you dispute it. However, the CRA is not
required to remove accurate data from your file unless it is outdated (as described below) or cannot be
verified. If your dispute results in any change to your report, the CRA cannot reinsert into your file a disputed
item unless the information source verifies its accuracy and completeness. In addition, the CRA must give you
a written notice telling you it has reinserted the item. The notice must include the name, address and phone
number of the information source.

You can dispute inaccurate items with the source of the information. If you tell anyone -- such as a
creditor who reports to a CRA — that you dispute an item, they may not then report the information to a CRA
without including a notice of your dispute. In addition, once you've notified the source of the error in writing, it
may not continue to report the information if it is, in fact, an error.

-

Outdated information may not be reported. In most cases, a CRA may not report negative

information that is more than seven years old; ten years for bankruptcies.




Cy-Fair Volunteer Fire Department

According to the Department Guideline, in the event that an employee/member of the

- Department must reimburse the Department for incomplete classes, failure to provide the
promised services, for reimbursement of goods and/or services purchased through the
Department, or for compensating the Department for willful and/or negligent destruction
of Department property, such reimbursement will be withheld from the
employee/member’s paycheck until the sum of money due the Department is received.

[ understand the above guideline and hereby authorize the Department to withhold from
my payroll check any sum due the Department.

Signature Date

Printed Name




RELIANCE STANDARD

P.O. Box 8330
Tife Insurance Corgpany Philadelphia, PA 19101-8330 -
a DELPH] company ‘
Designation of Beneficiary
Policyholder -| Policy Number(s)
Fsurcd Name

Social Security Number

I hereby designate the foﬂowing as my beneficiary (ies) under the above policy mimber(s)

Primary Beneficiary (ies)

Full Name and Address (Please Print) Percentage* Date of Relationship
(must total 100%) Rirth

Social Security Number

|

-

L

If no percentages are indicated, benefits will

be divided equally between all primary beneficiaries.

Contingent Beneficiary (ies) (applicable only if you are not survived by one or more primary beneficiaries

Full Name and Address (Please Print) Percentage* , Date of Relationship
{must total 100%) Birth

Social Security Number

|

|

*¥If no percentages are indicated, any benefits payable to contingent beneficiaries will be divided equally between all

contingent beneficiaries.

This beneficiary designation revokes all revocable prior beneficiary designations.

Among the surviving beneficiaries of the same class (primary or contingent)

policy.

Unless you indicate otherwise, if any beneficiary predeceases you, that beneficiary’s share will be divided pro-rata

If no beneficiary (primary or contingent) survives you, payment will be made pursuant to the terms of the applicable

Date } Signature of Insured

This completed form must be retained by the policyholder (or Plan Administrator, if different). In the event of the death of the Insured,
the original must be submitted to Reliance Standard Life Insurance Company along with the required Proofs of Loss (see claim form).




COMPUTER, E-MAIL AND INFORMATION SYSTEMS USAGE
ACKNOWLEDGEMENT FORM

I understand that all electronic communications systems and all information transmitted
by, received from, or stored in these systems are the property of Cy-Fair Volunteer Fire
Department. T also understand that these systems are to be used for Department-related
purposes and only incidental personal use, and that I have no expectation of privacy in
connection with the use of this equipment or with the transmission, receipt, or storage of
information in this equipment. The Department’s policy is also intended to apply to
employees’ usage of their personal equipment (such as laptops, cell phones, cameras,

etc.) that may be used on CFVFD property, within its vehicles, or during any CYVFD-
related activity.

I agree not to use a code, access a file, or retrieve any stored communication unless
authorized. I acknowledge and consent to the Department monitoring my use of this
equipment at any time and at its discretion. Such monitoring may include printing and
reading all e-mail entering, leaving or stored in these systems, tracking Internet usage,
and listening to my voicemail messages in the ordinary course of operations.

Printed Name of Employee/Member

Signature of Employee/Member Date
Printed Name of CFVFD Witness Date
Signature of Witness

FOR OFFICE USE ONLY:

PR #: SSN:
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Texas Star Networkgy

Information, Instructions and your Rights and Obligations

Dear Employee:

Your employer has chosen Texas Star Networksy, to manage the health care and treatment you
may receive if you are injured at work. Texas Star Networksy is a certified workers’
compensation health care network. The state of Texas has approved this network to provide care
for work related injuries. This program includes a network of health care providers who are
trained in treating work related injuries. They are also trained in getting people back to work
safely. The current Texas Star Networksg), service areas are shown on the enclosed map.

If you are injured at work, tell your supervisor or employer immediately. The enclosed
information will help you to seek care for your injury. Also, your employer will help with any
questions about how to get treatment through Texas Star Networksy. You may also contact
Texas Mutual Insurance Company for any questions about your care and treatment for a work
related injury. Texas Mutual and your employer have formed a team to provide timely health
care for injured workers. The goal is to return you to work as soon as it is safe to do so.

Your Rights and Obligations...

Choosing a Treating Doctor

If you are hurt at work and you live in the network service area, you must choose a treating
doctor from the Texas Star Networksy provider list. This is required for you to receive coverage
of the costs for the care of your work related injury. A provider listing is available through our
website at www.texasmutual.com. It is updated at least every three months. It identifies
providers who are taking new patients.

You also have the option to choose your current health maintenance organization (HMO)
primary care physician as the treating doctor for your workers' compensation claim. In order for
your HMO doctor to be approved as your treating doctor, he/she must agree to the terms of the
network contract, and to agree to abide by applicable laws and regulations. If your HMO doctor
is not approved, then you must see a network treating doctor.

If you were injured before your insurer contracted with the network and you live in the service
area, you must choose a network treating doctor. You may also request a doctor you chose as your

HMO primary care doctor before you were hurt. You must do this upon receipt of this nofice.

If your treating doctor leaves the network, we will tell you in writing. You will have the right to
choose another treating doctor from the list of network doctors. If your doctor leaves the network

Employee Notice of Network Requirements ~ 08/06 Page 2 of 9




and you have a life threatening or acute condition for which a disruption of care would be harmful
to you, your doctor may request that you treat with him or her for an extra 90 days.

If you believe you live outside of the service area, you may request a service area review by
calling Texas Mutual Insurance Company. Within 7 days of receiving your request for review,
we will tell you our decision. If you do not agree with our final decision you have the right to
file a complaint with the Texas Department of Insurance. Your complaint must include your
name, address, telephone number, a copy of the insurer’s decision and any proof you sent to
Texas Mutual Insurance Company for review. A complaint form is available on the
department’s web site at www.tdi.state.tx.us. You may also ask for a form by writing to the
HMO Division, Mail Code 103-6A, Texas Department of Insurance, P. O. Box 149104, Austin,
Texas 78714-9104.

While waiting for Texas Mutual Insurance Company to make a decision or the Texas
Department of Insurance to review your complaint, you may choose to receive health care
outside of the network. You may be required to pay for health care services received out of the
network if it is finally decided that you do live in the network’s service area.

Changing Doctors

If you become dissatisfied with your first choice of a treating doctor, you can select an alternate
treating doctor from the list of network treating doctors in the service area where you live. Texas
Star Networksys will not deny a choice of an alternate treating doctor. Before you can change
treating doctors a second time, you must get permission from Texas Star Networkgyy.

Referrals

Health care services that you request will be made available on a timely basis as required by your
medical condition. This includes referrals. Referrals will be made no more than 21 days after
you make a request. You do not have to get a referral if you are in need of emergency care.

Payment for Health Care

Network doctors have agreed to look to Texas Mutual Insurance Company for payment for your
health care. They will not look to you for payment. If you obtain health care from a doctor who
is not in the network without prior approval from Texas Star Networksy, you may have to pay for
the cost of that care. You may only access non-network health care providers and still be eligible
for coverage of your medical costs if one of the following situations occurs.

e Emergency care is needed. You should go to the nearest hospital or emergency
care facility.

e You do not live within a Texas Star Networksy service area.

e Your treating doctor refers you to an out of network provider or facility. This
referral must be approved by Texas Star Networksy.

e You have chosen your HMO primary care doctor. Your doctor must agree to
abide by the network contract and applicable laws.
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Complaints

You have the right to file a complaint with Texas Star Networksy. You may do this if you are
dissatisfied with any aspect of network operations. This includes a complaint about your network
doctor. It may also be a general complaint about Texas Star Networksy.

A complainant can notify the Texas Star Networksy Grievance Coordinator of a complaint by
phone or in writing via mail or fax. Complaints should be forwarded to:

Texas Star Networkgy

Attention: Grievance Coordinator
720 Cool Springs Boulevard, Suite 300
Franklin, TN 37067

Phone: (800) 873-0055 ext 4250
FAX: (615)224-9129
E-mail: grievance_coordinator@concentra.com

A complaint must be filed with the network grievance coordinator no later than 90 days from the
date the issue occurred.

Texas law does not permit Texas Star Networks), to retaliate against you if you file a complaint
against the network. Texas Star Networksy also can not retaliate if you appeal the decision of the
network. The law does not permit Texas Star Networksy to retaliate against your treating doctor
if he or she files a complaint against the network or appeals the decision of the network on your
behalf. You have the right to file a complaint with the Texas Department of Insurance. The
Texas Department of Insurance complaint form is available on the department’s web site at
www.tdi.state.tx.us or you may request a form by writing to:

HMO Division, Mail Code 103-6A,
Texas Department of Insurance,
P. O. Box 149104, Austin, Texas 78714-9104.
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What to do if you are injured while on the job...

If you are injured while on the job tell your employer as soon as possible. A list of network
treating doctors in your service area may be available from your employer. A complete list of
network treating doctors is also available online at www.texasmutual.com. Or, you may contact
us directly at the following address and/or toll-free telephone number:

Texas Star Networkgy,
720 Cool Springs Boulevard
Suite 300
Franklin, TN 37067
(800) 873-0055

We will help you get an appointment with a network doctor.

In case of an emergency...
If you are hurt at work and it is a life threatening emergency, you should go to the nearest

emergency room. If you are injured at work after normal business hours or while working outside
your service area, you should go to the nearest care facility.

After you receive emergency care, you may need ongoing care. You will need to select a
treating doctor from the network’s provider list.  This list is available online at
www.texasmutual.com. If you do not have internet access call (800) 381-8067 or contact your
employer for a list. The doctor you choose will oversee the care you receive for your work
related injury. Except for emergency care you must obtain all health care and specialist referrals
through your treating doctor.

Emergency care does not need to be approved in advance. “Medical emergency” is defined
in Texas laws. It is a medical condition that comes up suddenly. There are acute symptoms that
are severe enough that a reasonable person would believe that you need immediate care or you
would be harmed. That harm would include your health or bodily functions being in danger or a
loss of function of any body organ or part.

Non-emergency care...

Report your injury to your employer as soon as you can. Select a treating doctor from the
network’s provider list. This list is available online at www.texasmutual.com. If you do not
have internet access, call (800) 381-8067 or contact your employer for a list.

Treatment prescribed by your doctor may need to be approved in advance. You or your doctor
are required to request approval from Texas Mutual Insurance Company for a specific treatment
or services before the treatment or service is provided. You may continue to need treatment after
the approved treatment is provided. For example, you may need to stay more days in the
hospital than what was first approved. If so, the added treatment must be approved in advance.
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The following treatment requests must be approved in advance:

Acupuncture Manipulations under anesthesia
All surgeries Massage therapy

Aquatic therapy Morphine pain pump

Artificial disc surgery Myelograms

Biofeedback and pain management, initial evaluation
and “full” chronic pain management programs (initial
referral does not require approval)

Neuromuscluar stimulator devices

Bone density scans

Nursing home, skilled nursing facility, convalescent
or residential care admissions

Botox injections

Occupational therapy treatments greater than 8 visits

Chemonucleolysis Orthotic devices
Chiropractic treatments greater than 8 visits Physical therapy treatments greater than 8 visits
Dental work over $1000 Prolotherapy

Diagnostic procedures other than x-rays, i.e.,
magnetic resonance imaging (MRI), computerized
axial tomography (CT scan)

Psychological testing

Discograms

Psychotherapy, with social worker, psychologist or
psychiatrist

Durable medical equipment greater than $500

Radiofrequency Thermocoagulation (RFTC) of facets
joints

Electromyography (EMG) and nerve conduction
velocity (NCV) testing

Rehab services

Epidural steroid injections

Repeat diagnostics and MRI’s (MRI/Scan of the
spine within the first 4 weeks or repeat of all MRI for
all body parts)

External and implantable bone growth stimulators

Requests for long-term medications, especially
narcotics

Facet injections

RFTC or cryotherapy/cryoablation of any nerve or
joint

Gym memberships

Sacral Iliac joint injection

Home health care/aides physical therapy/aides

Skilled nursing visits

Home health nursing

Spine surgery for more than one level

Interferential units TENS units
Intradiscal Electrothermal Annuloplasty (IDET) Trigger point injections
Inpatient hospitalization Vax-D

Investigational or experimental
procedures/medications/devices

Weight loss programs

Joint steroid injections

Work hardening/work conditioning greater than two
weeks

The number to call to request one of these treatments is (888) 532-5246. If a treatment or service
request is denied, we will tell you in writing. This written notice will have information about
your right to request a reconsideration or appeal of the denied treatment. It will also tell you
about your right to request review by an Independent Review Organization through the Texas

Department of Insurance.
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Texas Star NetworkSMService Area County List (As of August 2006)

Network service areas are subject to change

ANDERSON FRIO MCLENNAN
ARANSAS GALVESTON MCMULLEN
ARMSTRONG GILLESPIE MEDINA
ATASCOSA GOLIAD MENARD
AUSTIN GONZALES MILAM
BANDERA GREGG MILLS
BASTROP GRIMES MONTAGUE
BEE GUADALUPE MONTGOMERY
BELL HALE MOORE
BEXAR HAMILTON MORRIS
BLANCO HARDIN NAVARRO
BOSQUE HARRIS NUECES
BRAZORIA HARRISON OLDHAM
BRAZOS HAYS PALO PINTO
BROOKS HENDERSON PANOLA
BROWN HIDALGO PARKER
BURLESON HILL POTTER
BURNET HOCKLEY RAINS
CALDWELL HOOD RANDALL
CALHOUN HOPKINS REFUGIO
CAMERON HOUSTON ROBERTSON
CAMP HUNT ROCKWALL
CARSCN HUTCHINSON RUSK
CHAMBERS IRION SAN JACINTO
CHEROKEE JACK SAN PATRICIO
COLEMAN JACKSON SAN SABA
COLLIN JEFFERSON SMITH
COLORADO JIM HOGG SOMERVELL
COMAL JIM WELLS STARR
COMANCHE JOHNSON STEPHENS
CONCHO KARNES TARRANT
COCKE KAUFMAN TERRY
CORYELL KENDALL TITUS
CROSBY KENEDY TOM GREEN
DALLAS KERR TRAVIS
DEAF SMITH KLEBERG TRINITY
DELTA LAMB UPSHUR
DENTON LAMPASAS VAN ZANDT
DEWITT LAVACA VICTORIA
DUVAL LEE WALKER
EASTLAND LEON WALLER

EL PASO LIBERTY WASHINGTON
ELLIS LIMESTONE WHARTON
ERATH LIVE OAK WILLACY
FALLS LLANO WILLIAMSON
FANNIN LUBBOCK WILSON
FAYETTE LYNN WISE

FORT BEND MADISON WOQOD
FRANKLIN MATAGORDA YOAKUM
FREESTONE MCCULLOCH
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Efnployee Acknowledgment of Workers’ Compensation Network

I have received information that tells me how to get health care under my employer’s workers’
compensation insurance.

If I am hurt on the job and live in a service area described in this information, I understand that:

L.

w

I must choose a treating doctor from the list of doctors in the network. Or, I may ask my
HMO primary care physician to agree to serve as my treating doctor. If I select my HMO
primary care physician as my treating doctor, I will call Texas Mutual at (800) 859-5995,
extension 2880 to notify them of my choice.

[ must go to my treating doctor for all health care for my injury. If I need a specialist, my
treating doctor will refer me. IfI need emergency care, I may go anywhere.

The insurance carrier will pay the treating doctor and other network providers.

[ might have to pay the bill if I get health care from someone other than a network doctor
without network approval.

Making a false or fraudulent workers’ compensation claim is a crime that may result in
fines and or imprisonment.

Signature Date

Printed Name

I live at:

Name of Employer:

Street Address

City ' State Zip Code

Name of Network: Texas Star Networkgy,

Network service areas are subject to change.
Call (800) 381-8067 if you need a network treating provider.

Please indicate whether this is the:

[ Initial Employee Notification

N Injury Notification (Date of Injury: / / )

DO NOT RETURN THIS FORM TO TEXAS MUTUAL
INSURANCE COMPANY UNLESS REQUESTED

Employee Notice of Network Requirements ~ 08/06 Page 9 of 9
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New Member Application Checklist

Completed Application Form

Copy of Texas Drivers License & Proof of Insurance

Completed Drug Testing
Background Check Complete

Parental Notice and Consent Drug Testing Form
(Jr. Members Only)

Parental Consent to Participate Form (Jr. Members
Only)

Copy of Current Report Card (Jr. Members Only)
Worker’s Compensation Acknowledgement Form
Fire Marshal’s Pre-Acceptance Statement

Life Insurance Beneficiary Designation Form

Computer Acknowledgement Form

Date Completed

L]




Cy-Fair F.D. Station Locations
& Dispatch Center 713 466-4073

Station 1

9201 Rodney Ray
Houston, Texas 77040
713-937-1824

Station 2

11210 Tower Oaks
Houston, Texas77065
281-890-8629

Station 3

11827 Telge Road
Cypress, Texas 77429
281-373-5106

Station 4
18006 Huffmeister

Cypress, Texas 77429
281-373-5624
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Station 5
16035 Aspenglen North
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Houston, Texas 77084
281-859-0081

Station 6

6404 Eldridge Road
Houston, Texas 77041
713-896-9221

Station 7
20444 Cypresswood Dr.
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Cypress, Texas 77429
281-373-1753

Station 8

18210 F.M. 529
Cypress, Texas 77429
281-550-0292

Station 9

7922 Highway 6 North
Houston, Texas 77095
281-463-8398

Station 10

11310 Steeplecrest
Houston, Texas 77065
281-890-4855
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