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1. What program is discussed in Division 105?
A. Vocational Assistance to Injured Workers
B. Preferred Worker Program Rules
C. Employer-at-Injury Program Rules
D. Claims Administration Rules

2. How many days do insurers have to submit documents after
a reconsideration is requested?
A. 10 days
B. 14 days
C. 20 days
D. 30 days

3. How many days does a worker have to appeal a denial of
their claim?
A. 30 days
B. 45 days
C. 60 days
D. 90 days

4. When is a designated paying agent requested?
A. When compensability is unclear
B. When there is a sole issue of responsibility in the claim
C. When the worker has filed an appeal
D. When a medical exam is required

5. What is the primary purpose of Form 1644 - Notice of
Closure?
A. To provide notice of claim denial
B. To provide notice to the worker of claim closure
C. To calculate compensation for temporary benefits
D. To report fraud in a workers' compensation claim
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6. For how many days can time loss benefits be authorized by
a Type B medical provider?
A. 30 days
B. 60 days
C. 90 days
D. 180 days

7. What is the Last Injurious Exposure Rule (LIER) used for in
occupational disease claims?
A. Determining the last medical treatment
B. Identifying prescriptive authority
C. Assigning presumptive responsibility
D. Calculating compensation levels

8. What is a nondisabling injury (MO claim)?
A. An injury that requires surgery
B. An injury that does not require any medical services
C. An injury that requires medical services only
D. An injury resulting in permanent disability

9. Which of the following is NOT included under the
definition of compensation?
A. Medical services provided for an injury
B. Temporary disability benefits
C. Disability benefits for dependents
D. Legal assistance fees for filing a claim

10. Which of the following describes "likely eligible" status?
A. The worker can manage all regular work tasks.
B. The worker has a clear path to job reemployment.
C. The worker faces reasonable barriers to performing work.
D. The worker needs no additional support to work.
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Answers
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1. C
2. B
3. C
4. B
5. B
6. A
7. C
8. C
9. D
10. C

6Sample study guide. Visit https://saifclaimsadjuster.examzify.com for the full version

SA
M

PLE



Explanations

7Sample study guide. Visit https://saifclaimsadjuster.examzify.com for the full version

SA
M

PLE



1. What program is discussed in Division 105?
A. Vocational Assistance to Injured Workers
B. Preferred Worker Program Rules
C. Employer-at-Injury Program Rules
D. Claims Administration Rules

Division 105 discusses the Employer-at-Injury Program Rules, which are designed to
outline the responsibilities and requirements for employers when an employee is injured
at work. This program is particularly important for creating a supportive environment
that enables injured workers to return to their jobs as soon as it is safe to do so, thereby
benefiting both the employee and the employer.  The Employer-at-Injury Program is
focused on early intervention strategies that assist injured workers in their recovery
while facilitating their return to the workplace. It encompasses the standards and
processes that employers must follow to provide adequate support during the recovery
phase, ensuring compliance with state regulations.  Understanding this program is
crucial for claims adjusters as it involves key aspects of managing workplace injuries,
coordinating with medical professionals, and working directly with both employees and
employers. This knowledge is vital for effectively processing claims and providing the
necessary resources to all parties involved in a workplace injury incident.

2. How many days do insurers have to submit documents after
a reconsideration is requested?
A. 10 days
B. 14 days
C. 20 days
D. 30 days

Insurers are required to submit documents within 14 days after a reconsideration is
requested. This timeframe is established to ensure a prompt review of the claim and
helps facilitate timely communication and resolution between all parties involved.
Adhering to this 14-day deadline is crucial as it supports the efficiency of the claims
process and allows the affected party to receive a timely update or response regarding
their situation. Proper adherence to this timeline also reflects compliance with
regulatory standards set forth for insurers, ensuring that the process remains fair and
efficient for claimants.
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3. How many days does a worker have to appeal a denial of
their claim?
A. 30 days
B. 45 days
C. 60 days
D. 90 days

A worker has a timeframe of 60 days to appeal a denial of their claim. This duration is
established to ensure that injured workers have a reasonable period to gather any
necessary information, communicate with their representatives if they have them, and
prepare their appeal after receiving notice of the claim denial.   This 60-day window is
important as it provides an opportunity for claimants to thoroughly understand the
reasons behind the denial and to address any issues or gather additional documentation
that might bolster their case. It's a standard period that represents a balance between
the need for prompt resolution of claims and the necessity of allowing claimants
adequate time to prepare their appeals effectively.   Understanding the specific timelines
for appealing denials is crucial in the claims process, as missing the deadline could
result in the loss of the right to contest the decision. Other timeframes such as 30, 45, or
90 days do not align with the regulations governing the appeals process for workers'
compensation claims, which has been firmly established as 60 days.

4. When is a designated paying agent requested?
A. When compensability is unclear
B. When there is a sole issue of responsibility in the claim
C. When the worker has filed an appeal
D. When a medical exam is required

A designated paying agent is requested specifically when there is a sole issue of
responsibility in the claim. This situation typically arises in workers' compensation
claims where it is necessary to determine which insurance carrier is liable for the claim.
The designated paying agent acts as a neutral party to facilitate the payment of benefits
to the injured worker while the responsibility issue is being resolved.  In cases where
compensability is unclear, it may be necessary to gather more evidence or conduct
further investigations, rather than immediately assigning a designated paying agent. If a
worker has filed an appeal, the situation may involve different processes regarding
dispute resolution, making the need for a paying agent less relevant. Similarly, when a
medical exam is required, the focus is on evaluation and treatment rather than on issues
of liability that the designated paying agent would address. Therefore, the option
regarding a sole issue of responsibility most accurately describes the scenario in which a
designated paying agent is engaged.
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5. What is the primary purpose of Form 1644 - Notice of
Closure?
A. To provide notice of claim denial
B. To provide notice to the worker of claim closure
C. To calculate compensation for temporary benefits
D. To report fraud in a workers' compensation claim

The primary purpose of Form 1644 - Notice of Closure is to provide notice to the worker
of claim closure. This form is an essential communication tool in the workers'
compensation process, as it formally informs the claimant that their claim has been
closed and outlines the reasons for that closure. This can include information about the
end of benefits or the decision made regarding the claim’s merits. It helps ensure that
workers are aware of their claim status and can take appropriate actions, such as
appealing the decision if they disagree with the closure.  Understanding the importance
of this form highlights the communication responsibilities inherent in the role of a
claims adjuster, as providing clear and timely information to the claimant is vital for
transparency in the claims process.

6. For how many days can time loss benefits be authorized by
a Type B medical provider?
A. 30 days
B. 60 days
C. 90 days
D. 180 days

The correct answer is that time loss benefits can be authorized by a Type B medical
provider for 30 days. Under the regulations governing workers' compensation, a Type B
medical provider typically refers to a medical professional who has met specific criteria
to render opinions and provide treatment related to work injuries.  After an initial period
of 30 days, there may be a requirement for additional evaluation or a different level of
medical care to continue supporting time loss benefits. This limitation is established to
ensure that the patient receives appropriate care from a qualified medical professional
who can adequately assess ongoing work-related injuries.  In the context of workers'
compensation, this policy is designed to encourage proper medical oversight and timely
return to work whenever possible, while also allowing for necessary medical validation of
time loss due to work-related injuries within that specified timeframe.
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7. What is the Last Injurious Exposure Rule (LIER) used for in
occupational disease claims?
A. Determining the last medical treatment
B. Identifying prescriptive authority
C. Assigning presumptive responsibility
D. Calculating compensation levels

The Last Injurious Exposure Rule (LIER) is a legal principle used in occupational disease
claims to determine which employer is responsible for the worker’s disability when
multiple exposures to harmful conditions occur over time. Essentially, the rule holds that
the last employer who exposed the worker to the injurious conditions is usually liable for
benefits.  This principle is vital for ensuring that workers who may develop occupational
diseases as a result of cumulative exposures have a clear path to benefits. It simplifies
the process of determining responsibility by focusing on the most recent, and thus often
the most relevant, exposure that led to the onset of the employee's condition. As a result,
it helps in assigning presumptive responsibility, allowing the injured party to seek
compensation from the employer most recently associated with the harmful exposure.  
In contrast, the other options do not relate directly to the core purposes of LIER.
Determining the last medical treatment pertains to healthcare management rather than
employer responsibility, identifying prescriptive authority deals with who can prescribe
treatment rather than liability for workplace conditions, and calculating compensation
levels is more about the assessment of benefits rather than determining which employer
is responsible for the occupational disease.

8. What is a nondisabling injury (MO claim)?
A. An injury that requires surgery
B. An injury that does not require any medical services
C. An injury that requires medical services only
D. An injury resulting in permanent disability

A nondisabling injury refers to an injury that, while it may require medical services, does
not result in long-term or permanent impairment affecting a person's ability to work or
perform daily activities. In the context of this question, the correct answer—an injury
that requires medical services only—indicates that the individual may receive treatment
but does not experience lasting consequences that would classify it as a disabling injury. 
This distinction is important in claims processing, as nondisabling injuries often lead to
shorter recovery times and lesser impacts on workers’ compensation cases.
Understanding the nature of the injury helps claims adjusters determine appropriate
compensation and support for the injured party.  In this scenario, the other options do
not capture the essence of nondisabling injuries effectively. Injuries that require surgery
or result in permanent disability are clearly more severe and would not fit the definition
of nondisabling. Similarly, an injury that does not require any medical services would not
be classified as an injury in this context, as medical involvement is a crucial element of
the nondisabling classification.

11Sample study guide. Visit https://saifclaimsadjuster.examzify.com for the full version

SA
M

PLE



9. Which of the following is NOT included under the
definition of compensation?
A. Medical services provided for an injury
B. Temporary disability benefits
C. Disability benefits for dependents
D. Legal assistance fees for filing a claim

Compensation typically covers the various types of financial and medical support that an
injured worker is entitled to receive under workers' compensation laws. In this context,
medical services for an injury, temporary disability benefits, and disability benefits for
dependents all fall within the conventional definitions of compensation.  Medical services
provided for an injury are essential in ensuring the injured worker receives necessary
treatment, which is a key component of compensation systems. Temporary disability
benefits help workers who are unable to work during their recovery, providing them with
income replacement during this period. Disability benefits for dependents acknowledge
the financial impact on families when a primary earner is unable to work due to a
work-related injury.  Conversely, legal assistance fees for filing a claim are not typically
considered compensation for the injured worker themselves. While such fees may be
necessary for navigating the claims process or securing entitlements, they do not directly
represent the benefits or support provided to address the worker's medical or financial
needs arising from an injury. This makes it the clear choice as the answer that is NOT
included in the definition of compensation.

10. Which of the following describes "likely eligible" status?
A. The worker can manage all regular work tasks.
B. The worker has a clear path to job reemployment.
C. The worker faces reasonable barriers to performing work.
D. The worker needs no additional support to work.

The concept of "likely eligible" status pertains to the circumstances under which a
worker may qualify for certain benefits or assistance. In this context, saying that a
worker "faces reasonable barriers to performing work" accurately reflects the situation
where a worker is likely to be considered eligible for support due to hindrances that
prevent them from working at their full capacity.   These barriers could include physical
limitations, skill deficits, or environmental factors that impact their ability to return to
work as usual. Recognizing these barriers is crucial in determining the level of support
necessary to help the worker overcome the challenges they face in reentering the
workforce.  In contrast, stating that a worker can manage all regular work tasks would
imply they are fully capable of performing their job without any need for assistance.
Similarly, a clear path to job reemployment suggests that a worker is set to return to
their position without significant challenges, contradicting the notion of "likely eligible."
Lastly, claiming that a worker needs no additional support to work indicates that they
have no issues affecting their employment, which would disqualify them from being
considered “likely eligible.” Thus, identifying reasonable barriers is central to
understanding their eligibility status.
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