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The system will prompt user to change password upon first time logging In.

A Only 1 user name/password required if associated with multiple members
A Forgot password option available on screen

= MADA Portal Website: https://mada.chsitech.com

Welcome to the MADA Workers' Compensation Fund member portal
Should you experience any trouble or if you have any questions please feel free to contact us.

Login

Please enter your userid or email address to continue
sknoll
Please enter your password here

| Login | _
Forgot your password? _

User ID Password




PORTAL HOMEPAGE

. . ) oo Sherri Knollichange password) —
e MADA Missouri Automobile Dealers Association -
Y- - 1809 |
W ORKER MPE 7 Favorites &% Logout
Home Report a Claim Member Info Safety & Risk Control Coverage Information
iyt Good Afternoon, Sherri Knoll. Member Number 1809 —
N,JV Change Company
Announcements
Report a Claim Welcome to the New MADA Workers' Compensation Fund Member Portal.
File a First Report of Click here to find out more info.

Injury / Incident
By: MADA Workers' Compensation Fund - 10/24/2013 2:53:45 PM

), } Member Info
’ o SIELEN SR TR NEW EMPLOYEE VIDEO LINK
company information
. Youtube link for the MADA New Employee Video - https:/fyoutu be/fOTNSZtPhuY
Safety & Risk N _ , i
By: MADA Workers' Compensation Fund - 10725/2018 11:43:34 AM
Control
View safety
announcements New Employee Safety Orientation Webinars - 3rd Monday of each Month @ 2 PM
= COVETEQE Enroll your new hires for this 15-20 minute webinar and we will help you deliver safety information & training on a varety of topics
Documents

. : By: MADA Loss Control - 10/25/2018 12:33:30 PM
View, print and manage !

policy information

Q Information From theHomePagegou can (see blue arrows above):
videos, and FAQ's A LOgOUt

A Change password
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REPORT A CLAIM
Click on the Report a Claim tab
To report incident click on New Claim

. . . L Sherri Knoll{change password)
MADA Missouri Automobile Dealers Association -
1809

7 Favorites % Logout

Home Report a Claim Member Info Safety & Risk Control Coverage Information

The infarmation below can be sorted by clicking on the column names located on the black status line (Incident Number, Employee, Incident Date, Status, Date Submitted).
Click the EDIT link to complete and submit an injury that has not yet been submitted. As a reminder, there is a $50 penalty if submitted after eight (8) business days following
the date of incident. Click PRINT to view the First Repart of Injury after submission. All claim forms are located under the INFORMATION TAB.

T

Incident Number Employee Incident Date Status Date Submitted

Report a Claim

File a First Report of
Injury / Incident




Verify Correct Company Name Is dis
Enter Date of Incident to be

played &

IN

BEGIN
Prepare your form.

employee
0 completed out of 19

occurrence
0 completed out of 15

treatment
0 completed out of 1

0 completed out of 3

witness info and comme...

fatality

0 completed out of 1

FINISH
Finalize your form.

OVERALL PROGRESS:

0 out of 5 categories remain
unanswered.

START

Welcome to MADA's Workers' Compensation First Report of Injury Form. As you complete each section, you will nofice to the left
that each section label will turn green as you move through the reporting process.

All mandatory fields are marked with an * asterisk and must be completed before the section will be completed for submission. As
you select "NEXT", the information will save automatically and you will move to the next section.

At the end of the form, you will have a comment section to provide details regarding any additional information about the employee
or incident/injury.

Once all sections are completed, click "SUBMIT™ on the finish section. You will be able to view and print all previously submitted
incidents/injuries electronically through the portal.

As a reminder, MADA requires all incidents/injuries be reported within two (2) business days even if no medical treatment is
required. There is a $50 incentive for meeting this reporting timeframe. There is a $50 penalty if submitted after eight (8) business
days.

MADA requests a telephone call to our office informing us of any severe injury or incident with gquestionable circumstances so we
can assist you with the appropriate handling of the particular situation.

Any questions or problems, please contact MADA at 1-800-248-2667 or email to workcomp@mada.com.

For best results we recommend using Google Chrome or Internet Explorer 9 or above with the browser zoom set to 100%.
Select your primary work address in the BEGIN section. If your injury occurred off premise, enter your Injury Address in
the Occurrence section.

Missouri Automobile Dealers Association < ————

Company Name
Mailing Address
Phone Number

Member ID 1809

Employer ID No. 440540054 (—

Mature of Business
Location v

09/04/2018 ] ——

Date of Incident




Select Start Form Questions
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can assist you with the appropriate handling of the particular situation.

FINISH

. Any guestions or problems, please contact MADA at 1-800-246-2667 or emalil to workcomp@mada_com.
Finalize your form.

For best results we recommend using Google Chrome or Internet Explorer 9 or above with the browser zoom set to 100%.
Select your primary work address in the BEGIN section. If your injury occurred off premise, enter your Injury Address in
the Occurrence section.

Company Name Missouri Automobile Dealers Association
Mailing Address
Phone Number

Member ID 1809

Employer ID No. 44-0540064

Mature of Business

Location v
OVERALL PROGRESS: Date of Incident 09/04/2018 ::.
0 out of 5 categories remain
unanswered.

Start Form Questions Cancel




Employee Informationsame as current form
Y = Mandatory Fields

BEGIN . employee
Prepare your form. Employee Legal Given Last Name:

®

employee

0 completed out of 19 Employee Legal Given First Name:

occurrence

Employee Legal Given Middle Name:
0 completed out of 15

treatment AKA/Nickname:

0 completed out of 1

witness info and comme... Date of Birth: (;ellect or enter date mm/dd/yyyy)
0 completed out of 3 T+

fatality Social Security #: (555-55-5555)

0 completed out of 1 *

FINISH Date Hired:(sel;ﬁt or enter date mm/dd/yyyy)

Finalize your form. o *
State of Hire:

v

Employee Home Address:

City:
State:
v *
OVERALL PROGRESS: ZIP Code: .
0 out of 5 categories remain
unanswered. Employee Cell (or Home) Phone Number: i.e. (§55) 655-5585

Employee Gender:

v | *

Number of Dependents:

v

Martial Status:

Qccupation Job Title:

Employment Status:




Left margin tracks progress for each section
| Newon O

BEGIN employee
Prepare your form. Employee Legal Given Last Name:
Smith "
employee . - .
7 completed out of 19 Employee Legal Given First Name:
Joseph *
sEEllEUEs Employee Legal Given Middle Name:
0 completed out of 15 — .
William
treatment AKA/Nickname:
0 completed out of 1
Joey
witness info and comme... Date of Birth: [;s'ejlect or enter date mm/ddiyyyy)
0 completed out of 3 10/7M960 | b o) *
fatality Social Security #: (555-55-5555)
0 completed out of 1 499-83-3454 *
FINISH Date leed:{se;_lgrj:t or enter date mm/dd/yyyy)
Finalize your form. 11/25/2016 | [ 27
State of Hire:
MO v | "

Employee Home Address:

City:
State:
.
ZIP Code:
OVERALL PROGRESS: *
0 out of 5 categori i
A eerey dories remain Employee Cell (or Home) Phone Number: i.e. (555) 555-5555

Employee Gender:

v *

Number of Dependents:



Mandatory information is required before moving to next section.

Save & Close Can complete sections and to come back later
Ly OSyiGir@sa

Claim Intake Form
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BEGIN
Prepare your form.

employee
Employee Legal Given Last Name:
N

employee
0 completed out of 19

Employee Legal Given First Name:

occurrence
0 completed out of 15

Employee Legal Given Middle Name:

treatment
0 completed out of 1

AKA/Nickname:

witness info and comme...
0 completed out of 3

Date of Birth: (select or enter date mm/ddiyyyy)

fatality
0 completed out of 1

Social Security #: (6565-55-5555)

Date Hired:{se_l;gt or enter date mm/dd/yyyy)

FINISH
Finalize your form.

State of Hire:

*
r

Employee Home Address:

City:

State:

*
r

ZIP Code:

*

INFORMATION
The field(s) below are incomplete
or invalid

Employee Legal Given Last
Name:

Employee Legal Given First
Name:

Employee Legal Given Middle
MName:

Date of Birth: (select or enter
date mmiddivwyw)

Employee Cell (or Home) Phone Number: i.e. (555) 555-5555

Employee Gender:
L
Number of Dependents:

v

Martial Status:

Occupation Job Title:

Next

Save & Close

Cancel

g { dz



Next Buttor= Automatic save of data.
Fields show required format

Claim Intake Form

City: a
BEGIN - .
Prepare your form. Jefferson City
State:
employee .
COMPLETE MO v | *
ZIP Code:
occurrence .
0 completed out of 15 65101
Employee Cell (or Home) Phone Number: i.e. (555) 555-5555
treatment .

(573)680-2223

Employee Gender:
witness info and comme... o1+
0 completed out of 3 Female

0 completed out of 1

Number of Dependents:

fatality
0 completed out of 1 2
EINISH Martial Status:
Finalize your form. Married v
Occupation Job Title:
Office Manager -
Employment Status:
Full Time v| "
NCCI Class Code:
22810 Clerical v
Wage:
1,000 "
OVERALL PROGRESS: Wage Period:
1 out of 5 categories remain Weekly v | ©
unanswered.
Number of Days Worked Per Week:
5

Full Wages Paid for the Date of Injury?
Yes v

Did Salary Continue?

Yes v
— Next Save & Close || Cancel |




OCCURRENCEETAILS OF THE INJURY
SAME AS CURRENT FOQRM CODE REQUIRED

BEGIN occurrence
Time Employee Began Work: (AM or PM)

Prepare your form.

employee

0 completed out of 19 Time of Occurrence: (AM or PM)

occurrence

Date of Last Day Worked: (select or enter date mm/dd/
0 completed out of 15 :L ( yyyy)

treatment Date Employer Notified: (select or enter date mm/ddiyyyy)

0 completed out of 1 ;o

witness info and comme... Date Disability Began: (select or enter date mm/ddiyyyy)

0 completed out of 3 -

fatality Contact Name: (Employee’s Supervisor or Claim Coordinator)

0 completed out of 1 *
FINISH Contact Phone Number: i.e. (555) 555-5555

Finalize your form.

Part of Body Affected:

v | *

Click here to print the Body Part list and Descriptions

Type of Injury / lliness:

v | *

Click here to print the Nature of Injury and Descriptions

Cause of Injury:

v -

OVERALL PROGRESS:

0 out of 5 categories remain
unanswered.

Click here to print Injury Causes and Descriptions

Did Injury lliness Exposure Occur on Employer's Premises:

v "

Address of the Location where the Accident, lliness or Exposure Occurred:

Zip Code must be included in the address

All Equipment, Materials, or Chemicals Employee Was Using When Accident or lliness Exposure Occurred

*

Specific Activity the Employee Was Engaged in When the Accident or lliness Exposure Occurred:

*

Work Process the Employee Was Engaged in When Accident or lliness Exposure Occurred:
B
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NAVIGATE THROUGH THE FORM
LEFT MARGIN OR LOWER OPTIONS

treatment Hospital Address:
COMPLETE
witness info and comme... Initial Treatment:

0 completed out of 3

2 - Minor Clinic Hospital v "

fatality
0 completed out of 1

FINISH
Finalize your form.

OVERALL PROGRESS:

3 out of 5 categories remain
unanswered.

“ Previous | Nex1§| I_Sa\re&CI0591 Cancel ‘




OVERALL PROGRESS IS DISPLAYED

BEGIN Date Disabilit);r.:Bfgan: (select or enter date mm/dd/yyyy) S

Prepare your form. d

Contact Name: (Employee’s Supervisor or Claim Coordinator)
employee

COMPLETE Sherri Knoll ®
Contact Phone Number: i.e. (555) 555-5555

occurrence R

COMPLETE (573) 634-3011 '
Part of Body Affected:

treatment .

0 completed out of 1 Eye(s) v

N N Click here to print the Body Part list and Descriptions
witness info and comme...

0 completed out of 3 Type of Injury / lliness:

«

fatality Foreign Body v

Gcompletedion o Click here to print the Nature of Injury and Descriptions

FINISH

Finalize your form. Cause of Injury:

+

Foreign Body In Eye v

Click here to print Injury Causes and Descriptions

Did Injury lliness Exposure Occur on Employer's Premises:
Yes v | *

Address of the Location where the Accident, |lines¢esBssssuseOccurred:
3322 American Avenue, Jefferson City, MO 65109

Zip Code must be included in the address

All Equipment, Materials, or Chemicals Employee Was Using When Accident or lliness Exposure Occurred

OVERALL PROGRESS: air hose, lift *
2 out of 5 categories remain Specific Activity the Employee Was Engaged in When the Accident or lliness Exposure Occurred:
ULl 2tk Rotating tires on customer vehicle *

Work Process the Employee Was Engaged in When Accident or lliness Exposure Occurred:

Servicing customer vehicle
How Injury or lliness/Abnormal Health Condition Occurred. Describe the Sequence of Events & Objects:

lower vehicle, foreign body in eye :
Date Return to Work:
g )
09/04/2018| =
Were Safeguards or Safety Equipment Provided?

.

Yes ¥
Were They Used?

.

No ¥




TREATMEN]IName & address of medical
providers & type of treatment obtained

BEGIN N . . treatment
Prepare your form. Physician Health Care Provider Name:

Dr. Watson
employee L . ]
COMPLETE Physician Health Care Provider Address:

3310 Edgewood Dnive, Jefferson City, Mo 85101
Soluzlies Hospital Name:
COMPLETE
treatment Hospital Address:
COMPLETE
witness info and comme... Initial Treatment:

0 completed out of 3 2 - Minor Clinic Hospital v

fatality

0 completed out of 1

FINISH
Finalize your form.

OVERALL PROGRESS:

3 out of 5 categories remain
unanswered.




WITNESS & PREPARER INFO & COMMENTS

BEGIN _ _ witness info and comments
Prepare your form. Witness Name:
Sonny Baker
employee - . .
COMPLETE Witness Phone Number: i.e. (555) 555-5555
(573) 681-2222
cedilnEnlss Date Report Prepared: (select or enter date mm/dd/yyyy)
COMPLETE g
09/04/2018| HH" <
treatment Date MADA Administrator Notified: (select or enter date mm/ddlyyyy) <
COMPLETE 09/05/2018 \E B
witness info and comme... Preparer Phone Number: i.e. (555) 555-5555
CANEESIE (573) 893-2234 | *
fatality Final Comments:
0 completed out of 1 This is the comment section that provides free typing for
additional information regarding the incident. This information is
F!leH only received by MADA.
Finalize your form.

OVERALL PROGRESS:

4 out of 5 categories remain
unanswered.




FATALITYIf YES, additional information needed

BEGIN
Prepare your form.

employee
COMPLETE

occurrence
COMPLETE

treatment
COMPLETE

COMPLETE

witness info and comme...

fatality
COMPLETE

FINISH
Finalize your form.

OVERALL PROGRESS:

All categories and questions hav

been completed.

i

fatality

Did a death occur?

T —

If Yes, the rest of the questions are mandatory. Please contact an MADA team member immediately at 1-800-246-2667 .

Nao v

If Fatal, Give E}:a.t;! of Death: (select or enter date mm/dd/yyyy)
L1H]
More than one dependant?

v
Please add the primary dependent below. If there are more than one please contact an MADA team member.

MName of Dependent:
Relation to Employee:
Address:

City:

State:

Zip:




FINISH PAGISUBMITTER & TITLE REQUREBRIRUCTIONS
FOR SUPPORTING DOCUMENTATION & LATE FILING REAS

BEGIN FINISH
Prepare your form.

Flease click “Submit” fo send the First Report of Injury to MADA. Please fax or email the corresponding Employee Statement and Aledical
employee Authorization form to MADA at workcomp@mada.com or fax to (573)-634-5187.  We will match these forms to the First Report of Injury ang/begin our
COMPLETE investigation and our initial contacts to the dealership, employee and medical provider(s).

e A cover letter and copy of the First Report of Injury Farm will be available on the portal after submission. A checklist of other items that may be
COMPLETE requested by the assigned adjuster is outlined in the cover letter. Please review this checklist and gather items applicable to the incident/injury.

Thank you for your timely submission. One of our MADA Team Members will be contacting you the next business day following submission. [If you

treatment need to contact us sooner, please call 1-300-246-2667.

COMPLETE

witness info and comme... Form completed by* Sherri Knoll

COMPLETE Title WG Fund Administrator

fatality If this report is being filed late, please select the reason | Mot Applicable v
COMPLETE

FINISH

Finalize your form.

OVERALL PROGRESS:

All categories and questions have
been completed.




SUBMIF UPLOADS TO MADA & MEMBER PORTAL HOME PA



