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12. CLOSING COMMENTS
This time is reserved for comments by Board members and/or staff and to identify
matters for future Board business.
A. Board of Directors
B. Staff

13. ADJOURNMENT

NOTICES:

»The next Finance Committee meeting will be held on March 12, 2026, at 10:00am, via Zoom
Videoconference.

»The next Risk Management Committee meeting will be held on April 9, 2026, at 10:00am, via
Zoom Videoconference.

»The next Executive Committee meeting will be held on April 23, 2026, at 10:00am, via Zoom
Videoconference.

»The next Board of Directors meeting will be held on June 25, 2026, at 10:00am, via Zoom
Videoconference.

* Reference materials attached with staff report A = Action I = Information.
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State of California
Department of Industrial Relations
DIVISION OF WORKERS” COMPENSATION

WORKERS’ COMPENSATION CLAIM FORM (DWC 1)

Employee: Complete the “Employee” section and give the form to your
employer. Keep a copy and mark it “Employee’s Temporary Receipt” until
you receive the signed and dated copy from your employer. You may call the
Division of Workers’ Compensation and hear recorded information at (800)
736-7401. An explanation of workers' compensation benefits is included in
the Notice of Potential Eligibility, which is the cover sheet of this form.

Estado de California
Departamento de Relaciones Industriales
DIVISION DE COMPENSACION AL TRABAJADOR

PETITION DEL EMPLEADO PARA DE COMPENSACION DEL
TRABAJADOR (DWC 1)

Empleado: Complete la seccion “Empleado” y entregue la forma a su
empleador. Quédese con la copia designada “Recibo Temporal del
Empleado” hasta que Ud. reciba la copia firmada y fechada de su empleador.
Ud. puede llamar a la Division de Compensacion al Trabajador al (800) 736-
7401 para oir informacién gravada. Una explicacion de los beneficios de

ién de trabajadores estd incluido en la Notificacién de Posible
EIegzbzlldad que es la hoja de portada de esta forma. Separe y guarde esta

Detach and save this notice for future reference. notificacion como referencia para el futuro.

You should also have received a pamphlet from your employer describing
workers’ compensation benefits and the procedures to obtain them. You may

Ud. también deberia haber recibido de su empleador un folleto descnbtendo
los benficios de c ion al trabajador I y los procedi

receive written notices from your employer or its claims administrator about para obienerlos. Es posible que reciba_notificaciones escritas de su
leador o de su admini; I sobre su reclamo. Si su

If your claims administrator offers to send you notices £ ador d? A 4 * s
administrador de reclamos ofrece enviarle notificaciones electronicamente, y

usted acepta recibir estas notificaciones solo por correo electrdnico, por
JSavor proporcione su direccion de correo electrénico abajo y marque la caja
apropiada. Si usted decide después que quiere recibir las notificaciones por
correo, usted debe de informar a su empleador por escrito.

your claim.
electronically, and you agree to receive these notices only by email, please
provide your email address below and check the appropriate box. If you later
decide you want to receive the notices by mail, you must inform your
employer in writing.

Toda aquella persona que a propésito haga o cause que se produzca
cualquier declaracion o representacién material falsa o fraudulenta con

Any person who makes or causes to be made any knowingly false or
fraudulent material statement or material representation for the

el fin de obtener o negar beneficios o pagos de compensacién a
trabajadores lesionados es culpable de un crimen mayor “felonia”,

purpose of obtaining or denying workers’ compensation benefits or
payments is guilty of a felony.

Employee plete this section and see note above Emplead iplete esta in y note la ion arriba.
1. Name. Nombre. Today’s Date. Fecha de Hoy.

2. Home Address. Direccion Residencial,

3. City. Ciudad. State. Estado. Zip. Cédigo Postal.

4. Date of Injury. Fecha de la lesion (accidente). Time of Injury. Hora en que ocurrid. am. p.m.

5. Address and description of where injury happened. Direccién/lugar dénde occurio el accidente.

6. Describe injury and part of body affected. Describa la lesion y parte del cuerpo afectada.

7. Social Security Number. Nimero de Seguro Social del Empleado.

8. O Check if you agree to receive notices about your claim by email only. a Marque si usted acepta recibir notificaciones sobre su reclamo solo por correo
Correo electronico del leado.

electronico. Employee’s e-mail.
You will receive benefit notices by regular mail if you do not choose, or your claims administrator does not offer, an electronic service option. Usted reczb:ra
notificaciones de beneficios por correo ordinario si usted no escoge, o su administrador de reclamos no le ofrece, una opcion de servicio electrénico.

9. Signature of employee. Firma del lead.

Employer—complete this section and see note below. Empleador—complete esta seccion y note la notacion abajo.

leador.

10. Name of employer. Nombre del

11. Address. Direccién.

12. Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesion o accidente.

13. Date claim form was provided to employee. Fecha en que se le entregé al empleado la p

14. Date employer received claim form. Fecha en que el empleado devolvié la peticion al empleador.

15. Name and address of insurance carrier or adjusting agency. Nombre y direccién de la compafiia de seguros o agencia adminstradora de seguros.

16. Insurance Policy Number. El nimero de la péliza de Seguro.

ocncd,

17. Signature of employer representative. Firma del repr del emp
18. Title. Titulo. 19. Telephone. Teléfono.

Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su
compapiia de seguros, administrador de reclamos, o dependiente/representante de
reclamos y al leado que hayan pr do esta peticion dentro del plazo de
un dfa habil desde el momento de haber sido recibida la forma del empleado.

EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

Employer: You are required to date this form and provide copies to your insurer
or claims administrator and to the employee, dependent or representative who
filed the claim within one working day of receipt of the form from the employee.

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY

DEmployer copy/Copia del Empleador DEmployee copy/Copia del Empleado DClaims Admini Admini; de Recl DTemporaJy Receipt/Recibo del Empleado

Rev. 17112016
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Appendix B

Form DWC 5020

late of Calfiomla
EMPLOYER'S REPORT OF
OCCUPATIONAL INJUSY OR ILLNESS

Flease compieis In ipieais [bype 1 posslole] Mall twe coples o:

DZH& CASE RO,

FATALITY ]

ity of a fesony.

Any perzon whno makes or causes [o be mads any
knowlingly Takze or rawdubent material statement or
matarial rapressatadion for the purposs of cotaining or
o&nyIng Workers compensation bansfits ar payments s

California law requires employers to repart within five days of knowledge every occupafional injury or iliness which results in lost time beyond the
date of fhe incidart OR requires medical treatment beyond first 2id. If an employze subsequently dies 35 a result of 3 previously reported injury or
liness, the employer must Se within five days of knowledge an amendsd
must b2 reported immediately by telephors o telegraph fo the nearest office of the Calfomia Division of Cccupatonal Safety and Health

report indieating death. In addition, every serious injury, illness, or death

AM=LOF DEM

B

e [ Juo

|72 DERARTMENT WHERE EVENT O EXPOSURE OCCURRED, 8. Shipping depariment, maching shop.

Tag

3. Otrar Weorkers injured or 1l in B ewants

1. FIRM HAME & Pollcy Humber [ ———
this column
2. MAILING ADDRESS: (Number, 3traat, CIty, ZIp) 23 Phone Numbsr
CASE NUMBER
[T COCETION W dlierent Trom Malllng Address (Humber, Sheet, Clty and ZIp] a. Location Code
OWHERSHIP
F U T ... Falniog Caniraciur, WCIBaals rocar, Sawm I T Stale unemploymant InE0rancs scclng
€. TYPE OF EMPLOYER: o INDUSTRY
l:l;--,,,—_, |:|s|m |:|.::,_m,. |:|..r, Dsmmmm l:l:mr et Spacily:
7. DATE OF IMJURY ! OKSET OF ILLKESE B, TIME INJURYALLNES S OCCURRED 3. TME EMPLOYEE BEGAN WORK 0. IF EMPLOYEE DIED, DATE OF DEATH jmmiadyy]
immiadivy: - o ™ - OCCURATION
T, DRASE TOWORF PR AT LERAT CHE £ E M = = -
FLILL DAY AETER DATF OF INJURYD 12. DATE LAST WORKED (mmidaiyy) 13. DATE RETURNED TC WORK [mmiddiyy) 14. IF 3TILL CFF WORE, CHECK THIS B0
oo I:lNo
“_Is vaHUmF]MIDPS WHTEY FOR DATE OF |1 S ALARY BEMNG CONTINUED? 17. DATE OF EMPLOYER 'S KNOWLED'GE MOTICE OF EMP_OYEE WA PROVIDED CLAM FORM SEX
INJURYILLNES S [mmiddiyy) FORM (mméddiyy)
cavworezor [ Jves [ Jwe [ves [we )
15 SPECIFIC IMJURYILLNESS AND PART OF E00Y AFFECTED, MECICAL DIAGNDSIE ¥ avalabls, 6.3 Sscond degras barma on right arm, tendonitis on islt albow, lead polsoning AGE
20 LOCATION WHERE EVENT OR EXPOSURE CCCURRED (Wuber, Sieel, City, 21p] 208 COUNTY 21. O EMPLOYER'S PREMISES? DAILY HOURS

L]

[24. EQUIPMIENT, MATERIALS AND CHEMICALS THE EMPLOYEE Wa&S USING WHEN EVENT OR EXPOSURE CCCUR

RED, 5.0 Acatylens, walding forch, farm tractor, scafold

DAYS PER WEEK

Gwmm=r -

7. Name and addreass of physician (number, street, citv, zip)

[25. SPECIFIC ACTIVITY THE EMPLOYEE WAS PERFORMING WHEM EVENT OR EXPOSURE DCCURRED. a.0.. Welding seams of metal fomma, loading boxes ormbo truck.

WEEKLY HOURS

| 28 Hospitatized a5 am inpatisnt overnisht? | | Mo || ¥es Ifyes then name and address of hospital (number, street, city, 2ip)

25, HOW INJURYIILLNES S CCCURRED. DESCRIBE SEQUENCE OF EVENTE. SPECIFY OEJECT OR EXPOSURE WHICH DIRECTLY FRODUCED THE IRJURYILLNESS, e.q.. Worker atapped back % Inapect work
and slipged on corap maisrial. A% he fell, b2 brushed againes frech weld, and bume< right hand. USE 3EPARATE JHEET IF MECESZARY

WEEKLY WAGE

COUNTY

ATTENTION This form containg Information ralating to employes hearfn and must ba used In 8 manner that profects the confidentiality of amployass to the extent posaibl
whlle the Informatien |s belng usad for occupational safaty and health purposes. Sas CCR Title B 14300.23 [bH{S}-10) & 14300.35(b){2)E}2.
Hote: 3haded bowss Indloats oonfidential smployes Information ac Bsbed In COR Tiis & 14300.380b2)| 125

30. EMPLOYEE NAME

33, HOME ADDEESS (Number, Street, City,Zip)

31 S0CTAL SECURITY NUMBER

[27a. Fhone Number WATURE OF INJURY
18a. Phone Number 1
PART OF BODY

15 Employee ireated in simergency room?
| Tes o

TOURCE
32. DATE OF BIRTH (mmidd)

EVENT

33a. PHONE NUMBER

mm=Gr oEmMm

SECONDARY $OURCE

Dr&e |:| No

34 SEX 5, CCCUPATION |Reguiar Job tSe, MO inltizlz, abbreviations or numbers] 15 DATE OF HIRE (mm/dd/vy)

[ Male [ Female

| 57. EMPLOYEE USUALLY WORKS 37a. EMPLOYMENT STATUS 70 INDE L

" l:alm ular, full<ime I:I part-tima POLICY WHERE WAGES ASIIGNED
__ howrs per day, days per week, total weskly hours ular.
I:lhamporary I:lanaaonal
35, GROSS WAGEL/SALARY 33, OTHER PAYMENTS MOT REPORTED A% WAGESIZALARY (8.0 tpa, meas, cwartme, boruees, ele 7
H per

EXTENT OF INJURY

(Completed By type or print)

signature & TIte

Dats (mmiadlyy]

tederal workplacs safety agencles.

= Confidential Infarmation may be discloaad anl to the &mipl
clalm; &and under ceraln crcamstances boa p

hyee, former employes, or thelr peraonal reprasantative (CCR Tibe § 14300.35). to odhers for the purlpmm
lic heaith or Law entorcament agency or to @ conauitant hireg oy the emplayer [CCR Tikke 8 1430030 CCR TIZis 61

ceazing a Worksrs' compansatlon or ofner insurancs
0.40 requires pravislon upon regueat to certain skale and

FORM 5020 (RevT) Juns 2002

FILING OF THIE FORM I3 NOT AN ADMISSION OF LIABILITY
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Appendix C
Glossary of Terms

Glossary of Terms

AA Applicant’s Attorney (Usually the employee’s Attorney)
ACOEM American College of Occupational and Environmental Medicine
ADA Americans with Disabilities Act (Federal)

AMA Guides American Medical Association Guides to the Evaluation of

Permanent Disability

AME Agreed Medical Evaluator/Examination

AOE/COE Arising Out of Employment and Occurring in the Course of
Employment

App Application of Adjudication of Claim

Appeals Board Workers’ Compensation Appeal Board (WCAB)

Applicant Usually the employee who files an application
ARTW Actual return to work

Attny/Atty Attorney

Award Award by the WCAB

AWW/AWE Average Weekly Wage or Average Weekly Earnings
Board Workers’ Compensation Appeals Board (WCAB)
C&R Compromise and Release (form of settlement)
Comp Workers’ Compensation

CT Cumulative Trauma or Carpal Tunnel Syndrome
DA/Def Attny Defense Attorney — usually represents the employer.
Depo Deposition testimony under oath

DEU Disability Evaluation Unit (determines level of disability)
DIR Division of Industrial Relations
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DOl
DOK
DOR
Dr
DWC
DWC1
E&O
EDD
Ee
ER
F&A
FCE
I&A
IBR
IME
IBR
IMR
Iw
JA
LC
LDW
LTD
Med-Legal

Department of Insurance or Date of Injury

Date of Knowledge of injury or disability

Declaration of Readiness to Proceed (request for Hearing)
Doctor/physician

Division of Workers’ Compensation

Employee’s Claim for Workers’ Compensation (form)
Errors and Omissions insurance coverage
Employment Development Department (State Disability)
Employee

Employer or Emergency Room

Findings and Award (a court award of benefits)
Functional Capacity Evaluation

Information and Assistance Officer

Independent Bill Review

Independent Medical Evaluation/Evaluator
Independent Bill Review

Independent Medical Review

Injured worker (employee)

Job Analysis

Labor Code of California (rules and regulations)

Last day of work

Long-Term Disability

Medical-Legal opinion or evaluation

Maximum medical improvement (the condition has improved as much as
possible)

Page | 28
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MSA

MSC
New and Further

NOPE

OSHA
Pro Per

P&S

PD/PPD
PDA
PDR
PERS
PQME
PRN
PTP
QME
Rating
RRTW

S&w

SAWW
SCIF

Sl

SiU

Medicare Set-Aside (an amount of money set aside in a trust for payment
of medical benefits)

Mandatory Settlement Conference (Settlement Hearing)
A Petition to reopen a claim for additional benefits.

Notice of Potential Disability advising an employee of their
potential rights to Supplemental Job Displacement benefits

Occupational Safety and Health Act
Unrepresented employee acting as their own attorney.

Permanent and Stationary (the condition has improved as much as
possible)

Permanent Disability or Permanent Partial Disability
Permanent Disability Advance

Permanent Disability Rating

Public Employees’ Retirement System

Panel Qualified Medical Evaluation/Evaluator
Medical term — return for care “as needed.”

Primary Treating Physician

Qualified Medical Evaluator/Evaluation

A calculation of permanent disability

Released to return to work.

A petition for additional benefits due to the employer’s Serious and Willful
misconduct leading to an injury or iliness.

State Average Weekly Wage
State Compensation Insurance Fund
Self-Imposed Increase. An increase in benefits paid as the result of late

provision of benefits.

Special Investigations Unit. A unit generally managed by the TPA that
investigated potentially fraudulent claims and issues.
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SJDB/SJDV

SOL
SSA/SS
SSN
Stips

Sub Rosa

Take Nothing

TD/TTD

TPD

U&C
UR

Voucher

VR/Voc Rehab

wC

WCAB

WCJ

Supplemental Job Displacement Benefit/\Voucher (relates to retraining
costs)

Statute of Limitations

Social Security Administration or benefits

Social Security Number

Stipulated Award (an agreed upon award)
Undercover investigation (usually filmed)

A determined by the judge that the party “takes nothing” or receives no
award (usually the employee)

Temporary Disability/ Temporary Total Disability (payment for time loss
from work)

Temporary Partial Disability (payment for part time loss from work — wage
loss)

Usual and Customary occupation (regular work)

Utilization Review

Supplemental Job Displacement Voucher (relates to retraining)
Vocational Rehabilitation (relates to retraining)

Workers’ Compensation

Workers’ Compensation Appeals Board

Workers’ Compensation Judge
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Pooled Liability Assurance Network
BANK RECONCILIATION
GENERAL ACCOUNT
G/L #10000
December 31, 2025

General Ledger

Prior Month Book Balance

Additions

Deductions

Remote Deposit

ACH Deposit

Transfers from Claims
Transfers from CAMP Liquidity

Total Additions

EFT 124-134
30055-30068

EFT Disbursements

Check Disbursements
CC Payment

281,569.06
114,709.88
124,730.95
950,000.00
1,189,440.83

(365,251.60)

(125,305.80)
(14,243.66)

Total Disbursements

Transfers out to Claims - Prefund
Transfer out to Claims - WC Prefund
Transfers out to CAMP

Bank Fee

(504,801.06)

(504,387.99)
(100,000.00)

(297.70)

Other Deductions

(604,685.69)

Outstanding Checks

Adjusted Bank Balance

Difference

Adjusted Book Balance 361,523.14
| California Bank & Trust |
Balance Per Bank 480,593.79

(119,070.65)

361,523.14

(0.00)
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Page 1of 6
Statement of Accounts

%lj CALIFORNIA $BANK

TRUST, TRUST This Statement: December 31, 2025
Last Statement: November 28, 2025
PO BOX 26547

SALT LAKE CITY, UT 84126-0547
Account: 5795358638

Direct Inquiries to:
0000423 4003-06-0000-CBT-PG0007-00008 800-400-6080

POOLED LIABILITY ASSURANCE NETWORK JOINT WWW.CALBANKTRUST.COM
1750 CREEKSIDE OAKS DR STE 200
SACRAMENTO, CA 95833-3648

SUMMARY OF ACCOUNT BALANCE

Account

Account Type Account Number Ending Balance

PUBLIC FUNDS ANALYZED CHECKING 5795358638 $480,593.79

PUBLIC FUNDS ANALYZED CHECKING 5795358638 0177

Previous Balance Deposits/Credits Withdrawals/Debits Checks Processed Ending Balance

Count: 10 6 4
Amount: 293,774 .86 1,189,440.83 984,180.95- 18,440.95- 480,593.79
DEPOSITS/CREDITS
Posting Effective

Date Date Amount Description

12/03 12/03 53,111.09 RDC DEPOSIT-SCANNER

12/08 12/08 48,872.80 A/P MILPITAS REF # 02534 2007703020 A/P 9509176002MILPITAS C

12/09 12/09 250,000.00 CAMP ACH REDEMPTION REF # 02534 2009190368 CAMP ACH 19466250

12/15 12/15 43,183.64 CARL WARREN & CO CCD REF # 02534 6004039249 CARL WARREN & CO

12/15 12/15 25,733.41 CITY OF SAN CARL PAYABLES REF # 02534 9004496285 CITY OF SAN

12/15 12/15 6,941.10 CITY OF SAN CARL PAYABLES REF # 02534 9004496286 CITY OF SAN

12/16 12/16 57,128.54 RDC DEPOSIT-SCANNER

12/16 12/16 96.75 RDC DEPOSIT-SCANNER

12/17 12/17 700,000.00 CAMP ACH REDEMPTION REF # 02535 0007074485 CAMP ACH 19466250

12/23 12/23 4,373.50 RDC DEPOSIT-SCANNER
CHARGES/DEBITS
Posting Effective

Date Date Amount Description

12/03 12/03 12,205.80- Check No: 000000030054

12/09 12/09 504,387.99- ACH OFFSET Pooled Liability CarlWarren REF # 025343009739160

12/17 12/17 365,251.60- ACH OFFSET Pooled Liability PLAN AP REF # 02535 1008300701 P

12/17 12/17 50,000.00- ACH OFFSET Pooled Liability PLAN WC REF # 02535 1008300702 P

12/17 12/17 50,000.00- ACH OFFSET Pooled Liability WC Tail REF # 02535 1008300703 P

12719 12/19 4,591.72- Check No: 000000030055

12/19 12/19 478.08- Check No: 000000030056

12/22 12/22 297.70- ANALYSIS SERVICE FEE

12/22 12/22 1,165.35- Check No: 000000030063

12/26 12/26 14,243 .66- BANKCARD CENTER PAYMENT REF # 02536 0006113287 BANKCARD CENT
CHECKS PROCESSED
Number........... Date......cooovveeeen Amount Number............ Date......coooveeeeen. Amount Number........... Date.....ooooveveee. Amount
30054 12/03 $12,205.80 30056 12/19 $478.08 30063* 12/22 $1,165.35

30055 12/19 $4,591.72
*Not in check sequence.
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PLAN

BANK RECONCILIATION - WC Pool
CASH - RESTRICTED (CLAIMS TRUST) - 4107067324

Prior Book Balance:

Check Disbursements
Voids
Addition - Transfer from CB&T

Voided Refund Check
Recovery Voided
Recovery Checks

Refund Check

Adjusted Book Balance:

dhkhkkhhhhhhhhhhhhhhhhhhhdhhhhhhhhhhhhhhhdddddhhhhhrhhhdhdhdddrdrhhdhhhhhdhddhdddhrrhhrhhhdiidd

Balance Per Bank Statement:

Outstanding Checks

In bank but not books

In books but not bank
Adjusted Bank Balance:

G/L #10320
December 31, 2025

Difference

$ -
$ -
$ -
$ 50,000.00
$ -
$ -
$ -
$ 50,000.00
$ 50,000.00
$ -
$ -
$ 50,000.00
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