AlG Domestic Claims, Inc.
Workers’ Compensation Division

P. O Box 1821

Alpharetta, GA 30023-1821
866-542-5245 (Tolt Frea)
866-958-1211 (Fax)

February 6, 2008

Suzlon Rotor Corp
1711 8. Highway 75
Pipestone, MN 568164

To whom it may concern:
Wa are unable to process the enclosed documentation for the following reason(s):

Our records indicate that an Employer’s First Report of Injury has not been received for this
employee. If the report has already been sent, we would appreciate your forwarding another
copy with the enclosed documentation. A new Workers' Compensation injury can also be
reported by phone at (877) 399-6442.

[ x_]We have researched the attached documents but have been unable to match the patient to a
claim in our Workers’ Compensation data base. Please verify this is a Workers' Compensation
claim and that AlG is the handling administrator of these claims.

[ | We need additional information to process (checked):

[] AIG CLAIM NUMBER | | AIG POLICY NUMBER [ ] TAX ID NUMBER

[] CLAIMANT NAME ] INSURED NAME [C] ITEMIZED CHARGES
[ ] $SNUMBER [ | DATE OF INJURY/LOSS [ | CPT/REV CODES
[ ] DATE OF BIRTH [ 1 DATE OF SERVICE [ ] PROVIDER NAME

PHYSICAL ADDRESS

| | Additionally several states require the use of standard HCFA/CMS1500 or UB92/UB04 billing
form. AR, CO, CT, DC, FL, K8, LA, MA, MI, MN, MS, NC, NH, NM, NV, PA, Ri, 8D, TX, & VT

|| Other:  Our records indicate that your company is the designated TPA for this policy. Please
notify the sender of your correct mailing address.

Please resubmit all documentation with the information requested should additional processing be

necessary. If you have any guestions on this correspondence, please contact our Customer
Service Department at 866-642-5246. Thank you for your cooperation.

AIG Domestic Claims, Inc.
Document Management Center
Linda Lafond, Manager

ENCL: Original Correspondence
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