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WORKERS’ COMPENSATION NOTICE 5

COVERAGE: [Name of employer] ________________________________________________________________ does not have 
workers’ compensation insurance coverage. As an employee of a non-covered employer, you are not eligible to receive workers’ 
compensation benefits under the Texas Workers’ Compensation Act. However, a non-covered (non-subscribing) employer can 
and may provide other benefits to injured employees. You should contact your employer regarding the availability of other 
benefits for a work-related injury or occupational disease. In addition, you may have rights under the common law of Texas should 
you have an on the job injury or occupational disease. Your employer is required to provide you with coverage information, in 
writing, when you are hired or whenever the employer becomes, or ceases to be, covered by workers’ compensation insurance. 

COVERAGE: [Name of employer] _________________________________________ has workers’ compensation insurance

coverage from [name of commercial insurance company] _______________________________________. In the event of work-
related injury or occupational disease. This coverage is effective from [effective date of workers’ compensation insurance 

policy] ___________________________________. Any injuries or occupational diseases which occur on or after that date will

be handled by [name of commercial insurance company] ________________________________________. An employee or a 
person acting on the employee’s behalf, must notify the employer of an injury or occupational disease not later than the 30th 
day after the date on which the injury occurs or the date the employee knew or should have known of an occupational disease, 
unless the Texas Department of Insurance, Division of Workers’ Compensation (Division) determines that good cause existed for 
failure to provide timely notice. Your employer is required to provide you with coverage information, in writing, when you are 
hired or whenever the employer becomes, or ceases to be, covered by workers’ compensation insurance.

WORKERS’ COMPENSATION NOTICE 6

COVERAGE: Effective on [effective date of certificate] ________________________________________ [name of employer]

_______________________________has been certified by the Texas Department of Insurance, Division of Workers’ 
Compensation (Division) as a self-insured employer providing workers’ compensation insurance in the event of work-related 
injury or occupational disease. Claims for injuries or occupational diseases which occur on or after that date will be handled

 by [name of third party administrator] _______________________________________. An employee or a person acting on 
the employee’s behalf, must notify the employer of an injury or occupational disease not later than the 30th day after the 
date on which the injury occurs or the date the employee knew or should have known of an occupational disease, unless the 
Division determines that good cause existed for failure to provide timely notice. Your employer is required to provide you with 
coverage information, in writing, when you are hired or whenever the employer becomes, or ceases to be, covered by workers’ 
compensation insurance.

WORKERS’ COMPENSATION NOTICE 7

TEXAS

PAY-DAY NOTICE / UNEMPLOYMENT COMPENSATION

MONTHLY:  ______________________ SEMI-MONTHLY:  _______________________ WEEKLY:  __________________________

OTHER: __________________________________________________________________________________________________


	COVERAGE Name of employer: Kikiktagruk Inupiat Corporation and its subsidiary companies 
	COVERAGE Name of employer_2: Kikiktagruk Inupiat Corporation and its subsidiary companies
	coverage from name of commercial insurance company: Liberty Mutual Insurance 
	policy: WCCZ91472576011
	be handled by name of commercial insurance company: Liberty Mutual Insurance 
	COVERAGE Effective on effective date of certificate: 
	has been certified by the Texas Department of Insurance Division of Workers: 
	by name of third party administrator: 
	MONTHLY: 
	SEMIMONTHLY: 
	WEEKLY: 
	OTHER_2: Bi-Weekly 
	Print: 


