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set. The weekly benefit amount has been
reduced because the employee has failed to
accept training and education pursuant to
Section 440.491(6)(b), F.S., for dates of
accident prior to October 1, 2003 or the
employee has failed to timely cancel an in-
dependent medical examination pursuant
to Section 440.13(5)(d), F.S.

6. "P" means advance recoupment. The
weekly benefit amount has been reduced
for reimbursement of benefit payments ad-
vanced pursuant to Section 440.20(13), F.S.

7. "R" means social security retirement
offset. The weekly benefit amount has
been reduced for retirement benefits paid
under the Federal Old Age, Survivors, and
Disability Insurance Act, pursuant to Sec-
tion 440.15(9), F.S.

8. "S" means social security disability off-
set. The weekly benefit amount has been
reduced for disability benefits paid under
the Federal Old Age, Survivors, and Disab-
ility Insurance Act, pursuant to Section
440.15(9), F.S.

9. "U" means unemployment compensation
offset. The weekly benefit amount has
been reduced for unemployment compens-
ation Dbenefits, pursuant to  Section
440.15(10), F.S.

10. "V" means safety violation offset. The
weekly benefit amount has been reduced
for safety violation(s) pursuant to Section
440.09(5), F.S.

11. "X" means death or dependent change.
The weekly benefit amount has been adjus-

ted because of a change in number or kind

of dependents entitled to death benefits
pursuant to Section 440.16, F.S.

(12) The claims-handling entity shall send Form
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DFS-F2-DWC-4, to report a correction in the em-
ployee&rsquoss social security number in the "So-
cial Security Number/Correct #" field, date of acci-
dent in the "Date of Accident/Correct Date" field,
employee&rsquo;s name in the "Employee&rsquo;s
Name/Correct Name" field, or the claims-handling
entity handling the case in the "Claims-handling
Entity" field. When reporting corrections to the em-
ployee&rsquo;s name, social security number, or
date of accident, the claims-handling entity shall in-
clude the original (incorrect) information at the top
of the form, and the corrected (new) information in
the applicable field in the "Corrections Of" section.
The claims-handling entity shall report these
changes only for lost time cases as defined in sub-
sections 69L-3.002(19), F.A.C.

(13) The claims-handling entity shall send Form
DFS-F2-DWC-4 to report or change the class code
of the employee in the "Class Code" field or the
employer&rsquo;s NAICS code in the "NAICS
Code" field.

CREDIT(S)
Specific Authority 440.185, 440.20(3), 440.591 FS.
Law Implemented 440.15(3)(d)2., 440.185, 440.20,
440.207(2), 440.51(8), (9) FS. History--New
1-30-91, Amended 11-8-94, Formerly 38F-3.0091,
4]1.-3.0091, Amended 1-10-05.

Rule 69L-3.0091, F.A.C., 69 FL. ADC 69L-3.0091

69 FL ADC 691.-3.0091
END OF DOCUMENT

© 2008 Thomson Reuters/West. No Claim to Orig. U.S. Govt. Works.
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STATE OF HAWAUI _
DEPARTMENT OF LABOR AND INDUSTRIAL RELATIONS
DISABILITY COMPENSATION DIVISION

Princess Keelikolani Building, 830 Punchbowi Street, Room 209, Honolulu, Hawaii 96813
FORM WC-77 APPLICATION FOR HEARING

Name of Applicant

Address

Telephone No. Representing

( )

Case No.

Date of Injury

(Claimant Name and Address)
Claimant,

VS,

(Employer/Carrier)

et N Nt Nt Nt e s N st N el M et S e N o

APPLICATION FOR HEARING

1, , above-named applicant, hereby request that a hearing be
scheduled on this matter on the issue(s) as noted below:

1. SUMMARY

Provide an explanation of the issue(s) in dispute: 1) Why you were unable to resolve the dispute, and 2) The remedy or
award you are seeking.

Visit our Website at www.hawaii.gov/labor for ALL interactive and downloadable forms.

(Rev. 10/05)
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FORM WC-77 APPLICATION FOR HEARING
Page 2 of 3

ot 0o oooo o g ave

STATEMENT OF THE ISSUE(S) TO BE DETERMINED AT THE HEARING [Check Applicable Space(s)]

REVIEW OF EMPLOYER'S DENIAL OF HEALTH CARE. Attach the Treatment Plan. If not available, please attach a
letter of explanation (Cost Review).

COMPENSABILITY issues pursuant to §386-3, Hawaii Revised Statutes (HRS). Please attach Form WC-1 and/or
Form WC-5.

TERMINATION OF TEMPORARY TOTAL DISABILITY issues pursuant to §386-31(b), HRS. Attach termination letter
and any disability certifications.

TERMINATION OF TEMPORARY PARTIAL DISABILITY issues pursuant to §386-32(b), HRS.
PERMANENT DISABILITY issues pursuant to §§386-31 and 386-32, HRS. Attach a copy of the rating repori(s).
DISFIGUREMENT pursuant to §386-32, HRS.

DEPENDENT DEATH BENEFITS pursuant to §386-41, HRS. Please attach Form WC-5A, Death Certificate, and all
relevant marriage and birth certificates.

CONCURRENT EMPLOYMENT benefits pursuant to §386-51.5, HRS. Please attach Form WC-14. Send copy of this
request to the appropriate office as listed on the Instruction Sheet.

REOPENING pursuant to §386-89, HRS. Please attach relevant medical reports.

OTHER ISSUES. Please identify all other issues to be resolved at the hearing and attach any other
supporting documentation:

3.

WITNESSES

Please list name(s) and address(es) of all witness{es) to be presented at the hearing and/or those whose testimony will be
submitted via a deposition transcript. In the interest of justice and fairness, failure to list the names of withess(es) and/or
those whose testimony will be submitted via a deposition transcript may preclude withesses from testifying at the hearing

and/or submitting a deposition transcript.

Name Work Phone Home Phone
( ) ( )

Address

Name Work Phone ‘ Home Phone
( ) ( )

Address

Name Work Phone Home Phone
( ) ( )

IAddress

If necessary, please list any additional names, phone numbers and addresses of withesses on a separate sheet.

Visit our Website at www.hawaii.gov/labor for ALL interactive and downloadable forms.

(Rev. 10/05)
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FORM WC-77 APPLICATION FOR HEARING
Page 3 of 3

4. SPECIAL ACCOMMODATIONS

Avre there any unusual, emergency or extenuating conditions that you would like the Department to consider in calendaring
this case for a hearing? If yes, please briefly explain below:

(Date) (Signature of Applicant)

5. NOTICE TO RECEIVING PARTIES:

YOU HAVE THE RIGHT TO FILE A RESPONSE TO THIS APPLICATION. YOU MUST FILE YOUR RESPONSE ON THE
FORM "RESPONSE TO APPLICATION FOR HEARING” (FORM WC-77A) AT WWW.HAWAIL.GOV/LABOR.

OFFICE USE ONLY
Your request for a hearing has been denied for the following reason(s):

[J Lack of medical evidence.

[} Issue is not within the Department's jurisdiction.
[] oOther:

(Date) (Hearings Review Section)

Auxiliary aids and services are available upon request. Please call: (808) 586-9161; TTY (808) 586-8847; and for neighbor
islands, TTY 1-888-569-6859. A request for reasonable accommodation(s) should be made no later than ten working days
prior to the needed accommodation(s). —

It is the policy of the Department of Labor and Industrial Relations that no person shall, on the basis of race, color, sex,
marital status, religion, creed, ethnic origin, national origin, age, disability, ancestry, arrest/court record, sexual orientation,

and National Guard participation, be subjected to discrimination, excluded from participation in, or denied the benefits of
the Department’s services, programs, activities, or employment.

Visit our Website at www.hawaii.gov/labor for ALL interactive and downloadable forms.

(Rev. 10/05)
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Instructions

STATE OF HAWAI

DEPARTMENT OF LABOR AND INDUSTRIAL RELATIONS
DISABILITY COMPENSATION DIVISION

Please completely fill out the WC-77 APPLICATION FOR HEARING FORM.
Completion of this form will expedite resolution of issues of controversy in a fair and judicious manner.
The Delivery Information section below lists various delivery options. Please select the most convenient method and

submit the completed form accordingly.

Please remember to sign and date the form before submitting it.

Delivery Information

Delivery by U.S. Mail, In-Person, or via Fax

Department of Labor and Industrial Relations, Disability Compensation Division

- Princess Keelikolani Building, 830 Punchbowl Street, Room 209, Honolulu, Hawaii 96813
INSTRUCTION SHEET FOR FORM WC-77 APPLICATION FOR HEARING

Oahu

Kauai

Maui

Princess Keelikolani Building
830 Punchbowl Street, Room 209
Honolulu, Hawaii 96813

Mailing Address:
P.O. Box 3769
Honolulu, Hawaii 96812-3769

Phone: (808) 586-9161
Fax: (808) 586-9219

3060 Eiwa Street, Room 202
Lihue, Hawaii 96766

Phone: (808) 274-3351
Fax: (808) 274-3355

2264 Aupuni Street #2
Wailuku, Hawaii 96793

Phone: (808) 984-2072
Fax: (808) 984-2071

Hawaii

West Hawaii

75 Aupuni Street, Room 108
Hilo, Hawaii 96720

Phone: (808) 974-6464
Fax: (808) 974-6460

Ashikawa Building
81-990 Halekii Street, Room 2087
Kealakekua, Hawaii 96750

If Mailing, Please Mail to This Address:
P.O. Box 49, Kealakelua, Hawaii 96750

Phone: (808) 322-4808
Fax: (808) 322-4813

Visit our Website at www.hawaii.gov/labor for ALL interactive and downloadable forms.
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NOTICE OF CLAIM STATUS

Injured Worker: Social Security Number:

Worker's Address: City, State: ZIP:

Date of Injury:

Employer:

Insurance Company:

This is to notify you of the denial or change of status of your workers’ compensation claim
as indicated in the statement checked below:

] Your claim is denied. Reason:

1 Your benefit payments will be:

[ Reduced [}Increased Effective Date: Reason:

[ Your benefit payments will be stopped.

Effective Date: Reason:
] Your claim is being investigated. A decision should be made by

[] other: Effective Date:

Explanation:

[] see attached medical reports.

Signature of insurance company adjuster examiner.

Name (Typed or Printed): Date:

IC Form 8 — Notice of Claim Status IDAPA 17.02.08061
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[LLINOIS WORKERS’ COMPENSATION COMMISSION
SETTLEMENT CONTRACT LUMP SUM PETITION AND ORDER

ATTENTION. Please type or print. Answer all questions. File four copies of this form. Attach a recent medical report.

Workers' Compensation Act __ Occupational Diseases Act ___ Fatalcase? No ___ Yes ___ Date of death
Case #

Employee/Petitioner

V.
Setting

Employer/Respondent

To resolve this dispute regarding the benefits due the petitioner under the INinois Workers' Compensation or Occupational Diseases Act,
we offer the following statements. We understand these statements are not binding if this contract is not approved.

Employee's name Street address City, State, Zip code
Employer's name Street address City, State, Zip code
Employee's Social Security # Male Female Married Single ’
# Dependents under age 18 s Birthdate Average weekly wage $

Date of accident

How did the accident occur?

What part of the body was affected?

What is the nature of the injury?

The employer was notified of the accident orally in writing . Return-to-work date

Location of accident Did the employee return to his or her regular job? Yes __ No ___
If not, explain below and describe the type of work the employee is doing, the wage earned, and the current employer's name and address.

TEMPORARY TOTAL DISABILITY BENEFITS: Compensation was paid for weeks at the rate of $ /week.
The employee was temporarily totaily disabled from through
MEDICAL EXPENSES: The employer has has not paid all medical bills. List unpaid bills in the space below.

PREVIOUS AGREEMENTS: Before the petitioner signed an Attorney Representation Agreement, the respondent or its agent offered

in writing to pay the petitioner $ as compensation for the permanent disability caused by this injury.
An arbitrator or commissioner of the Commission previously made an award on this case on regarding
TTD Permanent disability Medical expenses Other

TC5 12704 100 W. Randolph Street #8-200 Chicago, TL 60601 312/814-6611 Toll-free B66/352-3033  Web site; www.iwcc.il.gov
Downstate offices: Collinsville 61 8/346-3450 Peoria 309/671-3019 Rockford 815/987-7292 Springfield 2171785-7084
Disclosure of this information to the Commission is done voluntarily under 820 1L.CS 305/6(b).
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TERMS OF SETTLEMENT: Attach a recent medical report signed by the physician who examined or treated the employee.

Total amount of settlement $
Deduction: Attorney's fees $
Deduction: Medical reports, X-rays  $
Deduction: Other (explain) $
Amount employee will receive $

PETITIONER'S SIGNATURE. Attention, petitioner. Do not sign this contract unless you understand all of the following statements.
I have read this document, understand its terms, and sign this contract voluntarily. I believe it is in my best interests for the Commission
to approve this contract. I understand that I can present this settlement contract to the Commission in person. I understand that by

signing this contract, I am giving up the following rights:

AW

My right to a trial before an arbitrator;

My right to appeal the arbitrator's decision to the Commission;

My right to any further medical treatment, at the employer's expense, for the results of this injury;
My right to any additional benefits if my condition worsens as a result of this injury.

Signature of petitioner

Name of petitioner (please print)

Telephone number Date

PETITIONER'S ATTORNEY. I attest that any fee petitions

on file with the IWCC have been resolved. Based on the
information reasonably available to me, I recommend this
settlement contract be approved.

Signature of attorney Date

Attorney’s name and IC code # (please print)

Firm name

Street address

City, State, Zip code

Telephone number E-mail address

RESPONDENT'S ATTORNEY. I attest that any fee petitions
on file with the IWCC have been resolved. The respondent
agrees to this settlement and will pay the benefits to the
petitioner or the petitioner's attorney, according to the terms of
this contract, promptly after receiving a copy of the approved
contract.

Signature of attorney or agent Date

Attorney’s name and IC code # or agent (please print)

Firm name

Street address

City, State, Zip code

Telephone number E-mail address

Name of respondent's insurance or service company (please print)

ORDER OF ARBITRATOR OR COMMISSIONER:
Having carefully reviewed the terms of this contract,

in accordance with Section 9 of the Act, by my stamp
I hereby approve this contract, order the respondent

to promptly pay in a lump sum the total amount of
settlement stated above, and dismiss this case.

IC5 page2
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FOR STATE USE ONLY INDIANA WORKER'S COMPENSATION BOARD
Application number 402 W, Washington St., Rm. W196
Indianapolis, IN 46204-2753

INSTRUCTIONS: Please TYPE or PRINT. * The request for your Social Security number is VOLUNTARY and you will
File ORIGINAL and 4 COPIES. not be penalized for refusing to supply it.
Name of plaintiff / employee Name of defendant / employer
Address (number and streef) Address (number and street)
City, state, ZIP code . VS. [City, state, ZIP code
Telephone number Social Security number * Telephone number
( ) ( )

Employer's Worker's Compensation insurance company (i known)

The undersigned petitioner respectfully requests a hearing before a member of the Board for the following reasons. (please check one)

[0 worker's Compensation Claim [ Occupational Disease Claim [T Change of Condition

ATTENTION: ONLY ONE INJURY DATE PER FORM
Date of injury / last exposure / death | Date employer notified of iliness / injury / death | If not within 30 days explain

Actual location of incident (number and sireet, city, state, ZIP code) County of incident

Average weekly earning of the employee at the time of illness / injury / death

$

Briefly describe how the accident / exposure occurred.

If an employee has died as a result of the injury / exposure, complete this section for all persons surviving as all and only dependents.
(atfach extra information on depenedents if needed)

WHOLLY OR

NAME AGE RELATIONSHIP PARTIALLY ADDRESS
DEPENDENT

Comments or additional information that you feel is pertinent to this claim.

Name of attorney Attorney number

Address (number and street, city, state, ZIP code)

Telephone number

)
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BEFORE THE IOWA WORKERS’ COMPENSATION COMMISSIONER

Claimant, | :' Contested Case FileNo.____
VS. Compliance File No.
Injury Date:
Employer,
and . AGREEMENT FOR SETTLEMENT

lowa Code Section 85.35(2)

Insurance Carrier,
Defendants. -

The undersigned parties submit this Agreement for Settlement to the Workers
Compensation Commissioner for approval. The parties agree:

1. Claimant sustained an injury arising out of and in the course of employment
with Employer on (date).

2. Jurisdiction exists because the injury occurred in lowa OR lowa Code section
85.71(___) applies. (Circle one.)

3. Claimant is married/single (circle one), entitled to ____exemption(s) and gross
weekly earningsare$____ using lowa Code section 85.36(___).
The rate of weekly compensation is $ . (If the rate for PPD
differs it is $ per week.)

4. The injury caused Claimant to sustain the following disability and resulting
entittement to compensation:

a. Temporary total disability/temporary partial disability/healing period
compensationfor_____ (date) thru
—— o __ (date). lowa Code sections 85.33, 85.34(1). (A detailed
description may be attached.)
b. Permanent partial disability for ____ % loss of
(member or earning capacity) resulting in _ weeks of compensation
under lowa Code Section 85.34(2)(___) payable commencing

(date).

c. Other compensation or benefits consisting of

APPENDIX A-16



5. Benefits that accrued and were paid are shown in the attached
payment activity report (PAR), dated
Benefits that remain to be paid are

-6. The employer/insurance carrier shall file a final electronic Subsequent
Report of Injury [SROI (FN)] and mail Claimant a PAR that contains the
information in the final SROI, including the date that weekly
compensation was last paid. Rules 876 IAC 2.6, 3.1(2), and 11.7.

7. This settlement waives a hearing, decision, and resulting statutory benefits. It
is subject to review-reopening for three years following the last date that
weekly compensation is paid. lowa Code sections 85.26(2) and 86.14.

8. Claimant is entitled to medical care for the injury, including care in the future.
lowa Code sections 85.26(2) and 85.27. (A detailed description may be attached.)

9. Evidence that corroborates this settlement is attached. A Claimant’'s
Statement is attached if claimant is not represented by an attorney.

WHEREFORE, the parties request that this Settlement be approved.

Claimant Date Claimant’s Attorney Date

Employer/Insurer Date Employer/Insurer’'s Attorney  Date
ORDER

| find that substantial evidence supports the terms of the foregoing settlement,
the employee knowingly waives hearing, decision, and resulting statutory
benefits and the settlement is a reasonable and informed compromise of the
competing interests of the parties. The foregoing settlement is therefore
approved this day of , 20

lowa Workers’ Compensation Commissioner

The information provided will be open for public inspection under lowa Code §§
22.11 and 86.45(1).

14-0021 (7-05)
DEVELOPMENT

APPENDIX A-16



Division of Workers Compensation DO NOT WRITE IN THIS SPACE

Kansas DEPARTMENT OoF LABOR

800 S.W. Jackson Street, Suite 600, Topeka, KS 66612-1227
phone — 785-296-3441 « fax — 785-296-8580
web site — www.dol.ks.gov

Docket Number (required):

Phone Number:

Employee:

APPLICATION
Employee E-mail Address: . FOR REVIEW
Employer: AND MODIF'CATION

This is an application for review and modification of the decision entered on
(Date of Award or Order)

1. Set forth a reason listed in K.S.A. 44-528 for which modification is sought:

2. If the party is represented by an attorney, this form shall be signed by at least one attorney of record as required by K.S.A. 44-536a(a).

3. Are you interested in going through the Workers Compensation Mediation Process? [ Yes LI No

Applicant's Signature:

Address:

Signed this day of , 20

DO NOT WRITE IN THIS SPACE Attorney’s Signature:

Attorney’s Printed Name:

Address:

E-mail Address:

(for purposes of hearing notices)

Telephone Number: ( )

Kansas Supreme Court Number:

Federal Privacy Act Disclosure Section 7(a)(2)(B)

The mandatory requirement that social security numbers be included on forms filed with the Division of Workers Compensation is permitted by Section
7(a)(2)(B) of the Federal Privacy Act of 1974, since our regulations which require its disclosure were in existence before January 1, 1975. The number is
used as a means of identifying all the various records in the Division of Workers Compensation pertaining to an individual.

The use of social security numbers is made necessary because of the large number of applicants who have similar names and birth dates, and whose
identities can only be distinguished by the social security number.

K-WC E-5 (Rev. 5-07)
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MAIL TO:
OFFICE OF WORKERS’ COMPENSATION

POST OFFICE BOX 94040 SOCIAL SECURITY NUMBER

BATON ROUGE, LA 70804-9094
(225) 342-7565, TOLL FREE (800) 201-3457

DATE OF INJURY/ILLNESS
STOP PAYMENT FORM

This form is sent by the Employer/Insurer to the injured workers and the OWCA within 30 days of the closure of a case.
An AMENDED COPY is required if the case re-opens or additional costs are incurred.

1. 2.
(Employee) (Date of Birth)

Date of this Notice

Pari(s) of Body Injured Date Compensation Paid Through

1. Purpose of Form: (check one)
_ Payment stopped-Employee working at equal or greater wages
_ Payment stopped-Employee able to work at same or greater wages

_ Payment stopped-Maximum period for paying SEB has expired
_ Payment stopped-3rd Party recovery without notice

_ Payment stopped-Lump sum/Compromise settlement approved
_ Other

_ Amend or correct prior 1003

6. Length of Disability weeks, days.
7. Give ICD - 9 Diagnostic code(s)
8. Give CPT Procedure code(s),
9. COSTS INCURRED FOR THIS CASE:
A. Indemnity Benefits D. Rehabilitation Expenses
1. Temporary total 1. Medical Rehabilitation
2. Supplemental earings 2. Vocational Rehabilitation
3. Permanent partial 3. Labor Market Survey
4. Permanent total 4. Evaluation
5. Death Benefits 5. Other
6. Other Benefits
TOTAL INDEMNITY BENEFITS $ $0:00 TOTAL REHABILITATION EXPENSES ~ $.$0.00
(Add A. ltems 1-6) (Add D. ltems 1-5)
TOTAL SETTLEMENT AMOUNT $ E TOTAL FUNERAL EXPENSES $
C. Medical Expenses F. Legal Expenses
1. Hospital 1. Attorney Fees
2. Physician 2. Court Costs
3. Diagnostic Tests/Procedures 3. Deposition Costs
4. Prescription Drugs 4. investigative Costs
5. Transportation Costs 5. Penalties and Interest
6. Independent Medical Exams 6. Administrative/Other Costs
7. Occupational/Physical Therapy
8. Other
TOTAL MEDICAL EXPENSES $_0.00 TOTAL LEGAL EXPENSES $.0.00
(Add C. items 1-8) (Add F. ltems 1-6)
G. 3R? PARTY RECOVERY FOR COSTS $
(Not included Above) 0.00
H. TOTAL WORKERS' COMPENSATION COSTS $_
(Add A-G)
l.  BALANCE OF UNUSED RESERVES $
Submitted by:
Preparer's Name: Employee Name:
Employer/insurer: Employer:
Address: Address:
Phone: ( ) Phone: ( )

Employer/insurer NCCI Number:

LWC-WC-1003
REV. 07/08
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Mail To:
LOCAL DISTRICT OFFICE
OR
OFFICE OF WORKERS' COMPENSATION
POST OFFICE BOX 94040
BATON ROUGE, LA 70804-8040
For information call (225) 342-7565
or Toll Free (800) 201-3457.

Docket Number

6.

Social Security No. - -

Date of Injury/lliiness - -

Part(s) of Body Injured

Date of This Request -

Date of Hire - -

Date of Birth - -

DISPUTED CLAIM FOR COMPENSATION

7. This claim is submitted by:

__ Employee ... Employer . Insurer

GENERAL INFORMATION

_.. Dependent __ Health Care Provider

__ LDOL __ Ofther,

Claimant files this dispute with the Office of Workers' Compensation. This office must be notified immediately in writing of changes
in address. An employee may be represented by an attorney, but it is not required.

EMPLOYEE EMPLOYEE'S ATTORNEY
8. Name 9. Name
Street or Box Street or Box
City City
State Zip State Zip
Phone( ) Phone ( )
EMPLOYER INSURER/ADMINISTRATOR
(circie one)
10. Name 11. Name
Atin: Attn:
Street or Box Street or Box
City City
State Zip State Zip
Phone ( ) Phone ( )
EMPLOYER/INSURER'S ATTORNEY DEPENDENT/HCP/OTHER
{circle one) (circle one)
12. Name 13. Name
Attn: Relationship
Street or Box Street or Box
City City
State Zip State Zip
Phone ( ) Phone ( )

14. EMPLOYMENT DATA

Occupation:

Average Weekly Wage $

LWC-WC-1008
REV. 07/08

Workers' Compensation Rate $

COMPLETE BOTH PAGES
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15. TO BE COMPLETED BY INJURED EMPLOYEE OR DEPENDENT:

(A) ACCIDENT DATA

Date, time and place of accident:

Parish of Residence at time of Injury/lliness

Accident reported on / / . to whose position with the employer is

Describe the accident and injury in detail (person/equipment involved, type of injury, etc.)

List the names, addresses, telephone numbers of any witnesses.

(B) MEDICAL DATA

=

State the names, addresses, and telephone numbers of hospitals, clinics and doctors who have provided medical attention.

(C) THE BONA-FIDE DISPUTE

Check the following that apply and fill in the blanks:

R No wage benefits have been paid
2 No medical treatment has been authorized
__ 3 Occupational Disease
4 Workers' Compensation Rate is Incomect - Should be $
5 Wage benefits terminated or reduced on / /
__ 6 Medical treatment (Procedure/Prescription)
recommended by not authorized.
_ 7 Choice of physician (specialty}
8 Disability status
.S Vocational Rehabilitation - specify,
10 Offset/Credit
R AR Refusal to authorize/submit to evaluation with choice of physician/Independent Medical Examination [L. R. S. 23:1121, 1124(B), or 1317.1(F))
12. Other:

NOTE: You may attach a letter or petition with additional information with this disputed claim or
when later amending this disputed claim (Form LWC-WC-1008). You must provide a

copy of this claim and any amendment fo all opposing parties.

The information given above is true and correct to the best of my knowledge and belief.

SIGNATURE OF CLAIMANT/ATTORNEY DATE
(circle one)

LWC-WC-1008

REV. 07/08
COMPLETE BOTH PAGES
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CERTIFICATE OF

DISCONTINUANCE OR REDUCTION OF COMPENSATION
STATE OF MAINE
WORKERS' COMPENSATION BOARD
STATION 27, AUGUSTA, MAINE 04333-0027

1. INSURER FILE NUMBER: 6. SOCIAL SECURITY NUMBER 7. WCB FILE NUMBER:

2. EMPLOYER NAME: 8. EMPLOYEE LAST NAME: 9. FIRST NAME: 10. M.L:

3. EMPLOYER MAILING ADDRESS AND PHONE NUMBER: |11. ADDRESS-NUMBER AND STREET:

4. INSURER NAME: 12. CITY: 13. STATE: |14.ZIP: 15. HOME PHONE:

5. INSURER MAILING ADDRESS: 16. DATE OF INJURY: 17. DESCRIPTION OF INJURY:

NOTICE TO EMPLOYEE
YOUR WEEKLY COMPENSATION BENEFITS WILL BE DISCONTINUED OR REDUCED 21 DAYS FROM THE DATE THIS CERTIFICATE WAS MAILED
BASED ON THE ATTACHED INFORMATION. IF YOU DISAGREE WITH THIS ACTION, YOU ARE ENTITLED TO FILE A PETITION FOR REVIEW AND TO
REQUEST THE PROVISIONAL REINSTATEMENT OF YOUR BENEFITS. YOUR PETITION AND REQUEST SHOULD BE MAILED TO THE ABOVE
WORKERS' COMPENSATION BOARD ADDRESS.

18 REASON FOR DISCONTINUANCE:

DISCONTINUANCE
19. PERIOD OF INCAPACITY: 20, WEEKLY COMPENSATION RATE: 21. COMPENSATION PAYMENT TO DATE OF 22 COMPENSATION TO BE PAID
FROM (DATE). TO (EFFECTIVE DATE CERTIFICATE: FOR 21 DAY PERIOD:
OF DISCONTINUANCE):
REDUCTION
23. OLD COMPENSATION RATE: 24. NEW COMPENSATION RATE: 25, EFFECTIVE DATE OF REDUCTION:

26. COMMENTS:

ASSISTANCE IS AVALABLE AT THE BOARD'S REGIONAL OFFICES:

AUGUSTA BANGOR CARIBOU
24 STONE ST 106 HOGAN RD. ONE VAUGHN PLACE
AUGUSTA, ME 04330-5220 BANGOR, ME 04401-5640 43 HATCH DR, STE 305
287-2168 941-4550 CARIBOU, ME 04736
1-800-400-6854 1-800-400-6856 498-6428
1-800-400-6855
LEWISTON PORTLAND
36 MOLLISON WAY 62 ELM ST
LEWISTON, ME 04240-5811 PORTLAND, ME 04101-6858
753-7700 822-0840
1-800-400-6857 1-800-400-6858
27. PREPARER NAME AND TITLE (TYPE OR PRINT). 28, TELEPHONE NUMBER: 29. DATE MAILED:

THE STATE OF MAINE DOES NOT DISCRIMINATE ON THE BASIS OF DISABILITY IN ADMISSION TO, ACCESS TO, OR OPERATION OF ITS PROGRAMS, SERVICES, OR ACTIVITIES. THIS FORM
IS AVAILABLE IN ALTERNATIVE FORMAT. FOR FURTHER ASSISTANCE, CONTACT THE MAINE WORKERS' COMPENSATION BOARD, ADA COORDINATOR, TELEPHONE: 1-888-801-9087 OR

TTY (877) 832-5525
WCB -8 (8/84) DISTRIBUTION: COPY (1) WORKERS' COMPENSATION BOARD, (2) EMPLOYEE, (3) INSURER, (4) EMPLOYER
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| : N
WORKERS’ CO) TON COMMISSION

10 EAST BALTIMORE ! IMORE, MD 21202-1641
410-864-5100 ¢ Email: info@w"c\gz.‘ ‘e.lﬁ; eb: http://www.wcc.state.md.us
RS

SETTLEMENT WORKSHEET

Claim Number:

Claimant:

Employer:

Insurer:

THIS WORKSHEET to be made part of proposed Agreement of Final Compromise and Settlement:

WHEREAS the undersigned, Claimant or Claimant’s attorney avers as follows:

1. Is the claim contested as to compensability and/or causation? UYes No
2. Is further medical treatment for the injury recommended? Yes No
-IF YES, does the Claimant have health care coverage for the
recommended treatment? Yes []No
3. Is there any potential S. 1. F. liability in this case? BYes No
4. Is the Claimant working? m Yes D No

5. Is the claimant currently receiving:
iYes No

a) Social Security Disability Benefits?

b) Medicare Benefits? Yes BNO

6. Is a third party claim involved in this case? %
-IF YES, attach required document per Rule .19B s EJNO

7. Is the claim on appeal? Yes No

8. Is there a hearing pending on this claim? DYes No
-IF YES, When?
9. Are the proceeds of this settlement to be payable O weekly O orin a lump sum?

10. All pertinent medical reports are O attached OR O There are no medicals in this case.

11, Comments

Signature of Claimant Signature of Claimant’s Attorney

Claimant’s Attorney Name:

Attach only relevant Street

Medical Information Suite, Etc.
City, State, Zip Code
Telephone Number:

WCC Form H-07 (Rev 01/086)
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Department of Industrial Accidents — Department 108 (If Known):
600 Washington Street — 7th Floor, Boston, Massachusetts 02111
Info. Line 800-323-3249 ext. 470 in Mass. Outside Mass. - 617-727-4900 ext. 470

FORM 108 The Commonwealth of Massachusetts
P

http://www.mass.gov/dia

INSURER’S COMPLAINT FOR MODIFICATION
DISCONTINUANCE OR RECOUPMENT OF COMPENSATION

DIA Board #

CHECK ONEBOX: [ |MODIFICATION [ |DISCONTINUANCE [ _|RECOUPMENT
INSURER MUST SEND A COPY OF THIS NOTICE TO THE EMPLOYEE AND THE EMPLOYEE’S REPRESENTATIVE

1. Insurance Carrier’s Name and Address: 2. Selfinsured?: [ ]Yes o
If Yes Please Give Self-insurer Number:
; 3. Name & Address of Insurer’s Attomey: 4. Telephone Number of Insurer’s Attorney:
S
U
R |5. Claim Representative’s Name: 6. Claim Representative’s Tel. Number & Ext.:
E
R
7. Insurer’s Case File Number: 8. Did Insurer Receive First Report of Injury (Form 101);
[JYes [ ]No - If Yes - Date Received (mm/dd/yyyy):
9. Employee’s Name (Last, First, Ml): 10. Employee’s Social Security Number*:
11. Employee’s Address (No. and Street, City, State, Zip Code): 12. Date of Birth (mm/dd/yyyy):
E
M
P 113. Date of Injury (mm/dd/yyyy): 14. First Day of Total or Partial Incapacity to Earn Wages (mm/dd/yyyy):
L
(8]
; 15. Name, Address & Telephone Number of Employee’s Attorney:
E
Tel. Number -
16. Employer’s Name & Address (No. and Street, City, State, Zip Code):
17. This is the Insurer’s Request to MODIFY Weekly Compensation [:] Attach Proper Documents Under 452 CMR 1.07(I)
This is the Insurer’s Request to DISCONTINUE Weekly Compensation D Attach Proper Documents Under 452 CMR 1.07(J)
This is the Insurer’s Request to RECOUP Weekly Compensation I:] Attach Proper Documents Under 452 CMR 1.07(K)
18. Give Specific Basis for Complaint (continue on reverse side if necessary):
G
R
(o]
U
N
D
S
19. Insurer’s Signature : 20. Date Prepared (mm/dd/yyyy):

*Disclosure of Social Security Number is Voluntary. It will aid in the processing of documents.
Please Print Clearly or Type. Unreadable forms will be returned.

APPENDIX A-21

Form 108 - Revised 11/2001 - Reproduce as needed.



Explanation of Box 18 continued:
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NOTICE OF DISPUTE
Michigan Department of Labor & Economic Growth
Workers' Compensation Agency
P O Box 30016, Lansing, Mi 48909

1. Social Security No, 2, Date of Injury 3, Employaa Name (Last, First, M)

4. Employee Address (Street No. and Name) 5. City 6. State 7. Zip Code

8. Employer Name 9. Federal ID No.

10. Employer Street Address 11. City 12, State 13. Zip Code
14. Carrier or Self-insured Name 15. NAIC or Self-Insured No. 16. Zip Code
17. Service Company/TPA Name (if applicable) 18. Service Co./TPA ID No. 19. Zip Code
20. Claim or File No. 21. County of Injury 22. County Code (if known)

23. Reason for Dispute
A. ____ Injury not work related
B. _ Medical treatment not related to injury
C. _____ Further investigation required (please specify below)
D. ____ Additional information required from employee (please specify below)
E. ____ Vocational rehabilitation dispute only (please specify below)
F. ____ Other (please specify below)

Making a false or fraudulent statement for the purpose of Authority: Workers' Disability Compensation Act, R408.33 (1)
obftaining or denying benefits can result in criminal or civil Completion:  Mandatory
prosecution, or both, and denial of benefits. Penalty: Workers’ Disability Compensation Act, 418.631; 418.801; R408.33

This is to certify that a copy of this form has been mailed or given to the injured employee.

24. Preparer's Name (Please print) 25, Signature 26. Telephone No. 27. Date

NOTICE TO EMPLOYEE

By filing this form, your empioyer or its workers’ compensation insurance company has indicated to the Workers’ Compensation Agency
that it has a question or a dispute concerning the possible workers' compensation benefits to which you may be entitled. You may or may
not agree with the position taken by the employer or insurance company.

If you feel that you are not receiving the benefits to which you are entitled, you should discuss this with your employer or a representative
of its insurance company. If you have already done that or you are not satisfied with the discussion, you may file a formal application for
mediation or hearing. You can obtain the appropriate forms or more information by contacting the Workers' Compensation Agency at our
toll-free number of 1-888-396-5041 (if necessary, a TTY device is available at 517-322-5987). Additional information may aiso be found

on our website at www.michigan.qoviwca.

The Depariment of Labor & Economic Growth will not discriminate against any individual or group because of race, sex, religion, age, national origin, color, marital status,
disability, or political beliefs. If you need assistance with reading, writing, hearing, etc., under the Americans with Disabilities Act, you may make your needs known to this agency.

WC-107 (Rev. 11/04)
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Form #

When Required:

v‘R‘e’qu'ir',e’d-:‘.F-ieiclifsi:'

A

instructions:

 Gobackto

WC-107 . FormName: -~ Notice of Dispute

A carrier shall notify the Workers' Compensation Agency on or before the fourteenth day after the
employer has notice or knowledge of the alleged injury or death, in ali cases where the right of the
injured or dependent to compensation is disputed.

All applicable fields must be completed.

v
v

v

Forms will be returned if fields 1-3, 8, and 14 are not completed.

You will receive a letter if fields 4 and 23 are not completed.

Do not use “Other” as reason for dispute unless absolutely necessary.

Completing the Form:

v

v

Select the hand tool from the Acrobat toolbar menu. You can use the hand tool to move the page around so
that you can view all areas.

Positioh the hand pointer inside a form field and click. The I-beam pointer allows you to type text.

To complete the "red boxes," using your mouse, position the cursor over the applicable box until the pointing
finger icon appears and click.

Press Tab to accept the field change and go to the next field, or
Press Shift + Tab to accept the field change and go to the previous field.

Use your mouse to select an area of the form that is not inside a form field before printing your form.

To print, be sure to use the printer button on the Acrobat toolbar menu to print the form instead of your web
browser's print function. You may need to select the “Print as image” option in the print dialog box to print
the compieted form.

If you wish to print the form only, select "Print Current Page" or "Pages From: 1 To: 1"

NOTE: Please complete all date fields with the MM/DD/YYYY format.

If you have any comments on this fill-in form, please send them to weinfo@michigan.gov. Please include the

keyword “Fill-In Form 107" with your comments.

v Print the completed form

v Sign and make 2 copies
+ Give a copy of the report to the employee
* Keep a copy for your records
< Mail the original signed Form 107 to:

Workers’ Compensation Agency
P O Box 30016
~Lansing MI 48909
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Notice of Intention to Discontinue ”“"m I"I II" IIIII "II l“l
Workers’ Compensation Benefits 11

PRINT IN INK or TYPE
Enter dates in l?/trM/DD/YYYY format. DO NOT USE THIS SPACE

WID or SSN DATE OF INJURY

EMPLOYEE EMPLOYER

EMPLOYEE ADDRESS

ciTY STATE ZIP CODE

INSURER CLAIM NUMBER

Your benefits for (check one) [ TEMPORARY TOTAL [ | TEMPORARY PARTIAL [ ] PERMANENT TOTAL
disability are being discontinued for one of the following reasons:

1. D You have returned to work on (date) at full wage.

2. L__J You have returned to work on (date) at reduced hours or wages.

Temporary partial I:] will El will not  be paid. Temporary partial is usually based on the difference

between your wage of $ at the time of the injury and your current weekly wage.

3. D Reasons other than return to work. Payment will be made through (date)
Give reasons and facts below. (Appropriate medical reports must be attached).

| Reasonable medical expenses and any permanent partial disability due will still be paid, unless your claim has been denied.

INSTRUCTIONS TO EMPLOYEE - THIS REQUIRES YOUR IMMEDIATE ATTENTION

You are responsible for reviewing this form to make sure that you have been properly paid the benefits due you.
YOU DO NOT NEED TO TAKE ANY ACTION IF YOU BELIEVE THAT YOU HAVE RECEIVED ALL BENEFITS DUE OR THAT THE

REDUCTION OF BENEFITS IS PROPER.

If Box 1 or 2 is checked above and you believe that your benefits should be reinstated due to an occurrence during the initial 14
calendar days after your return to work, you may request a conference. Your request must be received by the Workers’
Compensation Division within 30 calendar days after the date that you returned to work.

if Box 3 is checked above and you think the reason for stopping your benefits is incorrect, or you disagree with the proposed
discontinuance, you may request a conference. Your request must be received within 12 calendar days after this notice is received
by the Workers’ Compensation Division.

TO REQUEST A CONFERENCE, YOU MUST MAIL OR DELIVER THE ATTACHED FORM TO THE WORKERS’ COMPENSATION
DIVISION SO THAT IT IS RECEIVED WITHIN THE ABOVE TIME LIMITS. TELEPHONE REQUESTS WILL ALSO BE ACCEPTED AT (651)
361-7912 OR 1-800-342-5354.

The conference will be scheduled within 10 calendar days of the date your request is received by the Division. You, your employer, and the
insurer will be invited to attend. You are not required to bring an attorney, but may bring one if you wish. You should bring to the conference
any current reports and return-to-work restrictions, if available.

You may instead file an Objection fo Discontinuance with the Division. This is a formal procedure before a compensation judge which takes
longer than the administrative conference process and usually requires an attorney. If you do this, your benefits will stop on the date stated in
this notice and will not be paid during the time you wait for the hearing.

MN NDO1 (5/08) (over)
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If the insurer is denying primary liability for your claim and you disagree with the denial, cannot return to your former employment and wouid
like vocational rehabilitation assistance, contact the Department of Labor and Industry, Vocational Rehabilitation Unit at (651) 284-5038.

If you have questions about your benefits, you should first contact the claim representative whose telephone number is at the bottom of the
page. Be sure fo provide that person with any additional information you have to support your claim. If you still have questions, contact the
Workers' Compensation Division’s Benefit Management and Resolution Unit at the office nearest you.

5 North Third Avenue West, Suite 400

Duluth, MN 55802-1614

Telephone: (218) 733-7810
1-800-365-4584

Minnesota Department of Labor and Industry

443 Lafayette Road North Mailing Address
St. Paul, MN 55155-4301 Workers’ Compensation Division
Telephone:  (651) 284-5030 PO Box 64221

1-800-342-5354 St. Paul, MN 55164-0221

This material can be made available in different forms, such as large print, Braille or on a tape. To request, call (651) 284-5030 or
1-800-342-5354 (DIAL-DLI) Voice or TDD (651) 297-4198.

ANY PERSON WHO, WITH INTENT TO DEFRAUD, RECEIVES WORKERS’ COMPENSATION BENEFITS TO WHICH THE PERSON IS NOT ENTITLED BY
KNOWINGLY MISREPRESENTING, MISSTATING, OR FAILING TO DISCLOSE ANY MATERIAL FACT IS GUILTY OF THEFT AND SHALL BE
SENTENCED PURSUANT TO SECTION 609.52, SUBDIVISION 3.

THE FOLLOWING BENEFITS HAVE BEEN PAID FROM

THROUGH WEEKS RATE *TOTAL

I:| Temporary Total Disability or
|:| Permanent Total Disability

[_—_] Benefit Addendum Attached

Temporary Partial Disability

Retraining Benefits

Permanent Partial Disability
[ injuries on or after 10/01/95

[

%

D Impairment Compensation (injuries 01/01/1984 - 09/30/1995)
I:I Economic Recovery Compensation (injuries 01/01/1984 - 09/30/1995)
[part of body] (injuries before 01/01/1984)

Attorney Fees/Expenses

Benefit Totals

M.S. 176.081, subd. 1 & 3 Paid

*Lump sum Payment Under
Award or Order

M.S. 176.081, subd. 1 & 3
Still Withheld

Attorney Fees Reimbursed to
Employee (M.S. 176.081, subd. 7)

Heaton Fees Paid

Interest Paid

Roraff Fees Paid

*TOTAL COMPENSATION PAID

M.S. 176.191 Paid

*Total Supplementary Benefits

Other Fees Paid

Total Medical Expenses Paid to Date

Costs & Disbursements Paid

INSURER/SELF-INSURER/TPA

CLAIM REPRESENTATIVE NAME

ADDRESS

PHONE NUMBER (include area code)

ciTYy

STATE

ZIP CODE

DATE SERVED ON EMPLOYEE |DATE SERVED ON ATTORNEY

*Include attorney fees in these totals.

Distribution: Workers’ Compensation Division, Employer, Employee, Insurer
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MISSISSIPPI WORKERS' COMPENSATION COMMISSION

MWCC FILE NO. Injury Date / /
Carrier File No. Disability Date / /
Type of NOTICE: (Click to select) NOTICE OF FIRST PAYMENT OF T.T.D. BENEFITS

SUPPLEMENTAL AGREEMENT AS TO COMPENSATION
NOTICE OF SUSPENSION OF PAYMENT

I. GENERAL INFORMATION (Use Tab key to advance through fields)

Employee Name and Address (Include City, State, and Zip) Insurance Carrier Name and Address (Include City, State, and Zip)

SSN: - - Birth Date / / FEIN:

Employer Name and Address (Include City, State, and Zip) Claim Administrator Name and Address (Include City, State, and Zip)

FEIN: FEIN:

II. NOTICE OF FIRST PAYMENT: Please take notice that payment of compensation for temporary total disability has begun and will continue until further notice:
Date of First Check: / / Average Weekly Wage: $

Period Paid From: / / to / /

First Check Amount: $ Compensation Rate: $

HI. SUPPLEMENTAL AGREEMENT: Please take notice that we agree, subject to applicable statutory limitations, to the following:

(] TEMPORARY TOTAL: Employee again became temporarily totaily disabled on / / , and is now receiving benefits therefor at
the rate of § per week and continuing until further notice.

O TEMPORARY PARTIAL: Employee first became, or again became temporarily partially disabled on / / , and is now receiving
benefits therefor at the rate of 2/3 of the decrease in wage earning capacity and continuing until further notice.

O PERMANENT TOTAL: Employee is entitled to compensation for permanent total disability commencing on / / , at the rate of
$ per week, and continuing for a period of weeks.

O PERMANENT PARTIAL: Employee is entitled to compensation for the % loss of , commencing on

/ / , at the rate of § per week, and continuing for a period of weeks.
] DEATH: Dependents are entitled to death benefits commencing on / / , at the combined rate of § per

week. Said benefits will continue for the statutorily prescribed period. (Itemize below - attach additional page if necessary).
0 OTHER:

Death: Name of Beneficiary and Address Relation Date of Birth Weekly Rate

IV. NOTICE OF SUSPENSION OF PAYMENT: Please take notice that the payment of compensation has been suspended, and was last paid on
/ / , at the rate of § per week for the following:
[]TEMPORARY TOTAL [ ] TEMPORARY PARTIAL [[] PERMANENT TOTAL [[] PERMANENT PARTIAL [ |DEATH [ JOTHER

Reason compensation was suspended:

Average weekly wage at time of injury was $ . Employee returned to work at weekly wage of $

1 certify that a copy of this Form has been furnished to the above named employee, beneficiary, or representative on / /

Name: Title: Phone:
'CC Form B-18 (Revised 7-96)
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Reverse Side to Form B-18
This Form (B-18) combines former MWCC forms B-15, B-16, and B-17.

This Form has been developed by the Commission pursuant to Mississippi Code Annotated Sections 71-3-37(3)
and 71-3-85 (3), (6) (1972), as amended, and may be used in lieu of forms B-15, B-16, and B-17. PRIOR APPROVAL
OF THIS OR ANY OTHER FORM USED FOR SUCH PURPOSES IS NOT REQUIRED IN ORDER FOR
PAYMENT OF BENEFITS TO BEGIN OR CONTINUE. THE EMPLOYER/CARRIER'S OBLIGATION TO
BEGIN OR CONTINUE PAYING BENEFITS IS NOT SUSPENDED PENDING COMMISSION REVIEW OF
THIS OR ANY OTHER FORM USED FOR THE SAME PURPOSE. THE COMMISSION WILL NOTIFY
THE EMPLOYER/CARRIER IF THERE IS A MISTAKE, DEFICIENCY OR OTHER PROBLEM SO THAT
CORRECTIVE ACTION CAN BE TAKEN BY THE EMPLOYER/CARRIER.

Part I of this Form (General Information) should be completed in full in all cases.

Part II of this Form (Notice of First Payment) should be used when making the first payment for temporary total
disability benefits. Mississippi Code Annotated Section 71-3-37 (3) (1972), as amended.

Part III of this Form (Supplemental Agreement) should be used when making the first payment of temporary partial
disability benefits, permanent disability benefits (partial or total), death benefits, head or facial disfigurement,
maintenance payments in connection with vocational rehabilitation, accelerated permanent disability benefits, and upon
the resumption of temporary disability benefits for an additional period. Mississippi Code Annotated Sections 71-3-19, -
37(3) (1972), as amended; General Rule 13.

Part IV of this Form (Notice of Suspension) should be used and filed immediately with the Commission upon
suspension of payment of compensation benefits. Mississippi Code Annotated Section 71-3-37(3) (1972), as amended.

THE ORIGINAL OF THIS FORM ONLY MUST BE FILED WITH THE COMMISSION, AND A COPY
MUST ALSO BE MAILED TO OR FURNISHED TO THE EMPLOYEE, BENEFICIARY, OR
REPRESENTATIVE BY THE EMPLOYER/CARRIER.
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MISSCUR! DEPARTMENT OF LABOR AND INDUSTRIAL RELATIONS INJURY NUMBER
DIVISION OF WORKERS' COMPENSATION

NOTICE OF COMMENCEMENT/ + -
TERMINATION OF COMPENSATION ¥ foommes doomvemmesieesieeses
I SRR O SELT TSRS EPLOVER S NAVE SRR,
ADDRESS ZIP CODE

THIS FORM NEEDS TO BE COMPLETED IF THE EMPLOYEE RECEIVED COMPENSATION BENEFITS AFTER THE THREE DAY WAITING PERIOD AND AS -
JREQUIRED BY §§287.170 AND 287.180, RSMo, AND 8 CSR 50-2.010. SEND ORIGINAL TO THE DIVISION AND ONE COPY TO THE EMPLOYEE.

TO EMPLOYERS/INSURERS/THIRD PARTY ADMINISTRATOR: BE SURE TO COMPLETE THE COST OF MEDICAL AID AND ALL OTHER DATA ITEMS. EMPLOYER
MUST NOTIFY EMPLOYEE OF TERMINATION OF BENEFITS WITHIN 10 DAYS OF WHEN BENEFITS WERE DUE.

(THIS FORM IS REQUIRED TO BE FILED WITHIN 30 DAYS OF THE DATE OF THE ORIGINAL NOTIFICATION OF THE INJURY.
THIS FORM MUST BE UPDATED AND REFILED WITHIN TEN DAYS AFTER TERMINATION OF COMPENSATION.)

1. EMPLOYEE 1A. SS NUMBER 2. DATE OF ACCIDENT 3. COST OF MEDICAL AID
4. EMPLOYEE ADDRESS ZIP CODE
5. AVERAGE WEEKLY WAGE 6A. MAX AWW 6B. MAX RATE {6C. RATE OF COMPENSATION |7. WAITING PERIOD DATES

N .

18. Type of LT [9. DISABILITY BEGAN {10. DISABILITY ENDED Total Days Total Weeks }11. TOTAL WEEKS OF COMPENSATION

12. TEMPORARY TOTAL DISABILITY BENEFITS PAID TO DATE

13. TEMPORARY PARTIAL DISABILITY BENEFITS PAID TO DATE

14. IF EMPLOYEE WAS PAID FULL
SALARY FOR ANY PERIOD OF +
DISABILITY, TYPE AN "X" IN THIS BOX .

TT Salary
THE INFORMATION YOU VOLUNTARILY PROVIDE IN BOXES 15 & 16 BASED UPON SB 1 & 130 EFFECTIVE
AUGUST 28, 2005 IS FOR STATISTICAL PURPOSES ONLY.

15, HAS STATUTORY PENALTY BEEN ASSESSED FOR: 16, | F YOU CHECKED YES IN BOX 15, PLEASE INDICATE THE FOLLOWING:
0 AMOUNT REDUCED PERCENTAGE REDUCED

SAFETY VIOLATION: [ ves NO MEDICAL

DRUG/ALCOHOL VIOLATION Olves [wo TTDITPD

DISABILITY PAYMENT

17. DATE FIRST PAYMENT WAS MADE TO EMPLOYEE 18. FIRST DAY OF PERIOD COVERED BY PAYMENT

NOTICE OF TERMINATION OF COMPENSATION
19. THIS IS TO NOTIFY THE DIVISION OF WORKERS' COMPENSATION AND THE EMPLOYEE THAT COMPENSATION PAYMENTS IN THE ABOVE MATTER

HAVE TERMINATED, THE LAST PAYMENT HAVING BEEN MADE ON 20 FOR THE FOLLOWING
REASON (MUST BE STATED)

JPLEASE INDICATE WHETHER EMPLOYEE'S "POST-INJURY MISCONDUCT" SET FORTH IN SECTION §287.170.4 RSMO EFFECTIVE D YES D NO
AUGUST 28, 2005 RESULTED IN TERMINATION OF TTD/TPD DISABILITY BENEFITS

20. RETURN TO WORK DATE 21. PREPARED BY 22. PREPARER'S PHONE NUMBER

23. EMPLOYER/INSURER/THIRD PARTY ADMINISTRATOR SIGNATURE 24. DATE 25. PREPARER'S E-MAIL ADDRESS

DEATH BENEFIT PAYMENT
26. TO WHOM PAID 27. WEEKLY AMOUNT PAID

+ WC-2-2 (09-07) Al
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PRINT CARRIER NAME HERE
NOTICE THAT PAYMENT OF COMPENSATION HAS BEEN STOPPED OR MODIFIED

| VOLUNTEER AMBULANCE WORKER ]

CHECK TYPE OF CASE: | IWORKERS‘ COMPENSATION | | IVOLUNTEER FIREFIGHTER J |
ANSWER ALL QUESTIONS FULLY - TYPEWRITER OR COMPUTER PREPARATION IS REQUIRED

ALL COMMUNICATIONS SHOULD REFER TO THESE NUMBERS

1. W C B Case Number 2. Carrier Case Number 3. Carrier Code 4. Date of Injury 5. Social Security Number
Name Address to which notices should be sent
6. Claimant/Name
of Deceased
7. Employer*
8. Carrier

* In VF and VAW benefit cases, the liable political subdivision (or unaffiliated ambulance service as defined in Sec. 30 VAWBL) is deemed to be the "EMPLOYER"
10. Date Disability Began or Date of Death|11. Average Weekly Wage | 12. Date First Payment Mailed }13. Date Most Recent Payment Mailed

$

9. County Where Injury Occurred

14. Description (Diagnosis) of Injury

15. SUMMARY OF BENEFIT PAYMENTS

Indicate Type of Disability Period(s) of Payment Less Days Worked | Number of Weeks Woekly Rate Amount
TOTAL/PARTIAL PERM.JTEMP. From To $
DISFIGUREMENT .......tiiieettetitteeerirteressreesessenssssassasesssasate s stae s stetsasetsesmescsmes e et ase s et aRe s e s e e R SR e E RS SR e s e b Phs R e R AL b b shsbe s s e beestshs b b aesbaResheRnr e ans
LUMP SUM PAYMENT (Include Lump Sum Non-Schedule Adjustment or Lump Sum Advance on a Schedule Loss Award).................
From To Paid To Or For
DEATH
BENEFITS
Lump Sum Death Benefit (VFBL and VAWBL ONIY)....c.ocievcrccririneiriine e seneesne
FUNEIAI EXPENSES ....oeeiteeeceeeieieerieerireieseressesnnesasesesssassstesesssosssasasesesessssessrnesssenstesnessneossseseenaresessnresse
State Treasurer (Sections 15-9, 25-2 0r 26+a).....cccocccviririiinnnivnninnenneieeenss .-
Payment made into Aggregate Trust Fund - Date:
TOTAL AWARD |$

PENALTY PAYMENT TO CLAIMANT ..c.ooiriiiiitinriits sttt b ssb s e e bbbt e s s R b ek s e et st e R e A s s s s nrn et naensbnnesssnnne

LESS: a. Feesto representative: $
b. Reimbursementto: s $
C. Other (specity): e 3
TOTAL DEDUCTIONS (a+b+c) §
BALANCE TO CLAIMANT |$
If "No," check and complete items a-d, as appropriate:

16 . Have benefits been paid in full in accordance with an award of the WCB? 1 Yes O No
a. O Claimant returned to work. Date of return: O At pre-injury wages [ At reduced wages

b. QO There is a change in condition and/or earnings. (A medical report or other supporting documentation must be attached.)
¢. O carrier has proof of incarceration upon conviction of a felony. (Attach proof of incarceration.)
d. O Payments stopped or modified for other reason. (Explain below and/or attach explanation/documentation.)

[ NOTICE OF TERMINATION OF TEMPORARY PAYMENTS OF COMPENSATION AND PRESCRIBED MEDICINE (Sec. 21-a WCL)
Employer or carrier is ceasing payment of temporary compensation and prescribed medicine. See special information box on reverse. Last payment was

17.
made on . Reason for termination of payments:
Prepared by, Dated
Official Title Telephone No. & Extension
C-8/8.6 (3-08) Z{S}%ﬁi&%ﬁi‘rﬂ:&ﬁm Bowrd  SEE IMPORTANT INFORMATION TO CLAIMANT AND CARRIER ON REVERSE.
ate lew YOl
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This notice must be filed with the CHAIR, Workers' Compensation Board, by the Insurance Company or Self-insured Employer within 16
days after the date on which benefit payments were stopped or modified. {Please note: if this form serves as a notice of termination
of temporary payment of compensation and prescribed medicine pursuant to Section 21-a WCL, it must be delivered within five
days after the last payment.) This notice should be sent to the Board office in the district where the injury occurred. (See district office
addresses beiow.) A copy of this notice must also be mailed to the CLAIMANT, to his or her REPRESENTATIVE, if any, at the same

time it is filed with the Chair. TO THE CLAIMANT

1. This notice shows that your employer or its insurance company has stopped paying benefits to you or has modified the rate at which
benefits are being paid.

2. The stopping or modification of payments may have been made because:
a. a decision or award was made by the Workers' Compensation Board, or

b. you have returned to work, or
¢. your employer or its insurance company contends that your disability has ended or lessened, or

d. the carrier has proof of incarceration upon conviction of a felony.
3. ltem 16 on the front of this form shows the reason why your employer or its insurance carrier has stopped or modified your benefits.

a. If the case has been closed, and all payments awarded have been made, no further action will usually be necessary

unless the decision has been appealed.
b. If the case has not been closed, the Board will determine if additional benefits are due and notify you in writing of any

further action taken on your claim.

4. If you have not received the payments awarded by the W.C. Law Judge or the Board, or shown in item 15 on the front of this form, or
have not received the benefits agreed to as the result of a conciliation agreement, contact the insurance carrier and the nearest office

of the Workers' Compensation Board.

5. The filing of this notice by the insurance carrier does not affect your right to medical care related to your injury or occupational disease.
Only the Board may determine if medical care may be terminated.

IF ITEM 17 IS CHECKED - NOTICE OF TERMINATION OF TEMPORARY PAYMENTS OF COMPENSATION AND PRESCRIBED
MEDICINE If item 17 on the front of this form is checked, disregard the information given in numbers 1-5 above. This form serves as
notice that your employer or its insurance carrier is stopping temporary payment of compensation and prescribed medicine, which was
begun voluntarily without an award from the Workers' Compensation Board. The payment of such compensation and prescribed
medicine is not an admission by the employer of liability for your injury. Upon the ending of these payments, you and your
employer retain ali original rights, defenses and obligations under the Workers' Compensation Law without regard for the temporary
payment of compensation and prescribed medicine. If the employer or carrier is now accepting liabitity for your claim, Form C-669
must be sent to you simultaneously with this notice. !If the employer or carrier is now disputing your claim, Form C-7 must be sent to
you simultaneously with this notice, or within ten days after delivery of this notice. If you do not receive one of these forms when your
temporary compensation is stopped, notify the Workers' Compensation Board immediately.

VOLUNTEER AMBULANCE WORKERS AND VOLUNTEER FIREFIGHTERS
In volunteer ambulance workers' and volunteer firefighters' benefit cases, the liable political subdivision (or unaffiliated ambulance
service as defined in the Volunteer Ambulance Workers' Benefit Law) is considered the "employer,” with respect to the information
given in items 1-5 above.

BE SURE TO NOTIFY THE WORKERS' COMPENSATION BOARD AND THE INSURANCE COMPANY OF ANY CHANGE IN YOUR ADDRESS

IF YOU HAVE ANY QUESTIONS CONCERNING THIS NOTICE OR YOUR CASE, OR WITH RESPECT TO YOUR RIGHTS UNDER THE WORKERS' COMPENSATION
LAW, OR THE VOLUNTEER FIREFIGHTERS' OR VOLUNTEER AMBULANCE WORKERS' LAWS, YOU SHOULD CONSULT THE NEAREST OFFICE OF THE BOARD FOR
ADVICE. ALWAYS USE THE CASE NUMBERS SHOWN ON THE OTHER SIDE OF THIS NOTICE, OR ON OTHER PAPERS RECEIVED BY YOU, IF YOU FIND IT
NECESSARY TO WRITE OR CALL THE BOARD.

Sl USTED TIENE DUDAS EN RELACION A ESTA NOTIFICACION O SOBRE SU CASO, O EN RELACION A SUS DERECHOS BAJO LA LEY DE COMPENCACION
OBRERA, O LAS LEYES DE BENEFICIOS DE LOS BOMBEROS VOLUNTARIOS O DE LOS VOLUNTARIOS DE CUERPOS DE AMBULANCIA, O LAS LEYES DE
BENEFICIO POR INCAPACIDAD, DEBE ASESORARSE CON LA OFICINA DE LA JUNTA MAS CERCANA. CUANDO SE COMUNIQUE CON LA JUNTA CITE SIEMPRE LOS
NUMEROS DE CASOS QUE APARECEN AL DORSO O EN LOS OTROS DOCUMENTOS QUE HAYA RECIBIDO.

TO THE CARRIER

Except in the case of temporary payment of compensation and prescribed medicine under Section 21-a, the filing of
a Form C-8/8.6, in a case where the carrier has begun payment without awaiting an award of the Board, is not
authority to suspend or reduce payments in an open and pending claim unless supporting evidence accompanies
the notice, such as: (1) a copy of a payroll report if the benefit rate is not based on information contained in the
‘Report of Injury and is below the maximum, and/or (2) claimant's medical and other reports (including notice of
return to work), or by indicating on the Form C-8/8.6 the name and date of the claimant's medical or other reports, if
they have been previously filed.

See 12NYCRR300.23 of Board's Rules for other requirements controlling the right to suspend or modify payments.

See 12NYCRR300.22 (d) of Board's Rules for other requirements regarding temporary payments of compensation
without prejudice and without admitting liability under Sec. 21-a WCL.

Section 114 of the Workers’' Compensation Law provides, in part, that any employer or carrier, or any employee, agent, or
person acting on behalf of an employer or carrier, who knowingly makes a false statement or representation as to a material
fact for the purpose of avoiding provision of any payment or benefit under this chapter shall be guilty of a felony.

WORKERS' COMPENSATION BOARD DISTRICT OFFICES

DOWNSTATE CENTRALIZED MAILING 100 Broadway  State Office Building  Statler Towers _
(for New York City, Hempstead, Hauppauge & Peekskill Districts) Menands 44 Hawley Street 107 Delaware Ave. 130 Main Street W. 935 James St.
PO Box 5205 Binghamton, NY 13902-5205 ALBANY 12241  BINGHAMTON 13901 BUFFALO 14202 ROCHESTER 14614 SYRACUSE 13203
NYC(800)877-1373 HEMP(B66)B05-3630 HAUP(866)681-5354 PEEK(866)746-0552 (866) 750-5157 (866) 802-3604 (866) 211-0645 (866) 211-0644 (866) 802-3730
C-8/8.6 (3-08) Reverse www.web.state.ny.us
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NORTH CAROLINA INDUSTRIAL COMMISSION

LI.C. No. , Employee, Plaintiff; v. Employer; Carrier; Defendant.
Third Party Tort-Feasor:

Order Directing Distribution of Third Party Recovery by TRACEY H. WEAVER,
Executive Secretary.

FILED:

An application for an order directing distribution of third party funds in this case has been
submitted to the Commission. ' ’

APPEARANCES

Plaintiff:
Defendant:
Third Party Tort-Feasor: No Counsel of Record.

* % ok ok ok ok & k ok ok

Pursuant to the provisions of G.S. 97-10.2, the third party funds in the amount of § shall be
distributed as follows:

1. The sum of $ , subject to counsel fee, shall be paid the workers' compensation carrier in full

settlement of its subrogation interest,
2. The sum of §, subject to counsel fee, shall be paid plaintiff.

3. An attorney fee equal to 33 1/3 percent of the third party funds shall be deducted from
such funds and paid directly to plaintiff’s counsel. This fee shall be paid from the shares
of the parties in proportion to the amount each receives out of the recovery, as by statute
provided.

4. The workers’ compensation carrier shall pay the costs due the Commission.

TRACEY H. WEAVER
EXECUTIVE SECRETARY
THW/cop
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COMMONWEALTH OF PENNSYLVANIA
© EPARTMENT OF LABOR & INDUSTRY
@ UREAU OF WORKERS’ COMPENSATION

THIRD PARTY
SETTLEMENT

§ ocial Security Number:

171 S. CAMERON STREET, ROOM 103 ate of Injury: / /
 ARRISBURG, PA 17104-2501 AGREEMENT D ury Y] oD Yy
(TOLL FREE) 800-482-2383 ABWC Claim N b
aim Numper:
IF KNOWN)
Employee E mployer
F irst Name Last Name N ame
O f Deceased - Dependent, Guardian street 1
¥ irst Name Last Name
treet 2
< treet 1 s
Q ity/Town State Zip Code
§ treet2
C ounty
City/Town State Zip Code
Telephone EIN
County Telephone )
( -
nsurer or Third Party Administrator (if self-insured)
| N ame
g mployee’s Attorney
 treet 1
Name
Street2
€irm Name
C ity/Town State Zip Code
Street 1 -
Telephone ureau Code
Street2 ) -
¢ ounty
C ity/Town State Zip Code
£ laim Number EIN
Telephone PA Attorney ID Number
) -
i nsurer’s Attorney
A ame
£ irm Name
§treet 1
Strest2
C ityTown State Zip Code
Telephone PA Attorney 1D Number
) -

" IBC-380 REV 3-06 (Page 1)

VER
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CALCULATION INSTRUCTIONS FOR COMPLETING BACK OF FORM

#1 - Enter the total amount of money received by the employee from the third party litigation.

#2 — Enter the total amount of indemnity and medical benefits paid by the employer to the employee at the
time of the third party recovery.

#3 - Enter attorney fees and other expenses paid by the employee to obtain recovery in the third party action.

#4 to #8 — Perform the calculations in the right column and enter the results into the center column.

In accordance with section 319 of the Pennsylvania Workers’ Compensation Act, the parties herein have agreed to the following distribution

of proceeds received from , third party:
Calculation

BASIC RECOVERY INFORMATION - Complete this section for all third party settlements.
1. Total Amount of Third Party Recovery 1.
2. Accrued Workers’ Compensation Lien

a. Indemnity Benefits 2.

b. Medical Benefits
3. Expenses of Recovery 3
4. Balance of Reéovery 4 I = #1 (minus) #2

PRESENT DISTRIBUTION OF PROCEEDS - Complete this section to calculate the amount of proceeds the employer is to receive as of
(date through which Accrued Workers’' Compensation Lien [#2] caiculated).

5. Accrued Lien Expense Reimbursement Rate 5. % = #2 (divided by) #1 x 100
6. Expenses Attributable to Accrued Lien 6. =#3 (times) #5
7. Net Lien (Amount employer to receive) 7 =#2 (minus) #6

FUTURE DISTRIBUTION OF PROCEEDS - Complete this section to calculate how much the employer must reimburse the employee for
expenses used to acquire the third party recovery on future compensation liability. Note: This section is to be completed only if the total
amount of the Third Party Recovery (#1) is greater than the amount of the Accrued Workers’ Compensation Lien (#2).

8. Reimbursement Rate on future compensation 8. % [ = #3 (divided by) #1 x 100 I
fiability. —

9. The Employer/insurer is responsible for % (#8) of any future weekly benefits and medical expenses to satisfy its obligation
to reimburse its pro rata share of Employee’s fees and expenses until the subrogation interest is exhausted; (#4).
Thereafter, the Employer/Insurer is responsible for 100% of any compensation liability.

Further Matters Agreed Upon:

Employee’s Signature Insurer’s Signature

Employee’s Attorney Signature Insurer’s Attorney Signature

DATE OF THIS AGREEMENT: / /
MM DD YYYY

Any individual filing misleading or incomplete information knowingly and with intent to defraud is in violation of Section 1102 of the Pennsylvania
Workers’ Compensation Act and may also be subject to criminal and civil penalties through Pennsylvania Act 165 of 1994.

Auxiliary aids and services are available upon request to individuals with disabilities.

LIBC-380 REV 3-06 (Page 2) ' Equal Opportunity Employer/Program
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South Dakota Department of Labor
Division of Labor and Management

MONTHLY PAYMENT REPORT

Workers’ Compensation Expenditure Report for

(month) . (vear)

Claim Administrator Information:

Claim Administrator Federal ID No

Carrier Code Claim #

Name (DBA)

Address )

State Zip

Telephone Number

Form Completed By

Employer Information:

Employer Federal ID No

Employer Name (DBA)

Employee/Injury Information:

Employee/Claimant SSN

Body Part(s) Injured

Date of Injury

Employee/Claimant Name

(LAST)

(FIRST) M1

Payment Information:

DISABILITY

210 - Temporary Partial

220 - Temporary Total

230 - Permanent Partial

240 - Permanent Total

250 - Rehabilitation

260 - Disability Settlement/Lump Sum

FATALITY Date of Fatality:
312 - Fatality Payments
311 - Fatality Settlement/Lump Sum

MEDICAL EXPENSES:
102 — Chiropractor

113 - Counseling Services
103 — Dentist

104 - Doctor

105 - Equipment

115 - Home Health Care
101 - Hospital

106 - Pharmacy

110 - Physical Therapy Fees
109 - Radiology

107 - Transportation

108 - Other Medical Expenses
118 - IME

Date of Disability

Amount Paid

No. of Weeks Paid Amount Paid

No. of Weeks Paid Amount Paid

MISCELLANEOUS EXPENSES:
402- Interest to Claimant

404 — Deductible Reimbursement
112 - Investigative Fees

111 - Legal Fees

403 - Penalty Charged to Employer
114 - Rehabilitation Consultant
401 - Subrogation

117 — Case Management Fees

116 - Miscellaneous Expenses
{please specify),

Amount Paid

DOL-LM-107 Revised 07/01/2008

South Dakota Department of Labor
Division of Labor and Management
700 Governors Drive

Pierre, SD 57501-2291

Telephone (605) 773-3681

Submit form to:
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TEXAS DEPARTMENT OF INSURANCE
DIVISION OF WORKERS' COMPENSATION
7551 Metro Center Drive, Suite 100

CLAIM #

Carrier's Claim #

Austin, Texas 78744

PAYMENT OF COMPENSATION OR NOTICE OF REFUSED/DISPUTED CLAIM (DWC Form-021)

1. MARK X TYPE OF BENEEIT 3. Empioyee's Name and Mailing Address 10. Name and Mailing Address of Insurance Carrier

[0 Certify benefits will be paid as accrued
Section 409.021

] Temporary Income Benefits 4. Social Security Number 5. Date,of Injury 11. Address of Insurance Carrier Claims Office

[ Impairment Income Benefits

O Supplemental Income Benefits 6. County of Injury 12. Insurance Carrier Representative and Phone No.

Lifetime Income Benefits

1 initiat Payment 7. Nature of Injury 13. Professional License No.

Annual increase

[] Death Benefits 8. Employer's Name and Mailing Address 14. Insurance Carrier's First Written Notice of Injury Received on

O Correction to Previous Filing

2. Date of this Notice: 9. Federal Tax |.D. No. 15. Name and Title of Person Notifying insurance Carrier

COMPLETE APPROPRIATE SECTION BELOW
TERMINATION A-2

25. Reason for Termination

REDUCTION/RESUMPTION A-3

34. Date of Resumed or Reduced

_INITIAL PAYMENT A-1

16. Date of Lost Time Began

17. Date of Payment

26. Date of Last Payment 27. Rate Paid 35. Date of Payment

18. Amount of Payment

S 5 36. Amount of Payment

19. For No. of Weeks 20. Rate of Comp. [28. intermittent Periods of Lost Time From Work

$ ‘ [37. No. of Weeks
21, From 2. To [38. From 39. To
23. Remarks 40. Payment Resumed or Reduced

COMPENSATION PAID

*If fatal injury name & Address of Beneficiary (ies)

being paid and relationship to deceased. [29. From 30. To (| Temporary Income Benefits
Impairment Income Benefits
[31. Weeks 32. Days 0
Supplemental income Benefits
[33. Total Amount 41. Average 42. Hourly
Weekly Wage Wage
indemnity $ yag g
24, Payment mailed or delivered to: $
Medical Priorto § -3
Impairment Injury
Income
Benefits N
Following ¢ ke
Lump Sum $ Injury

Notice of Refused Or Disputed Claim

PAYMENT REFUSED OR DISPUTED FOR THE FOLLOWING REASON(S): (SECTION 409.021, 409.022)
43,

MEDICAL PAYMENT DISPUTES (Section 408.027): If an Insurance Carrier disputes the amount of payment for medical services or the entitiement to payment for medical services or
the entitlement to payment for medical services, the carrier must report its position on DWC FORM-62 REP ORT OF MEDICAL PAYMENT DISPUTE.

A COPY OF THIS FORM WAS MAILED TO D CLAIMANT  [] CLAIMANT'S REPRESENTATIVE

(date)

Division Dats Saw

DWC FORM-021 Rev. 10/05 Page 1

TR R
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DWC FORM-021
_ (Payment of Compensation
or Notice of Refused/Disputed Claim)

Not later than the 15th day after the date on which the insurance carrier receives written notice of an injury,
the carrier shall: (1) begin payment of benefits, or (2) notify the DWC and the injured employee, in writing,
of its refusal to pay, and of the employee's right to request a benefit review conference, and (3) how to
obtain additional information from DWC.

The insurance carrier is required to provide notice of initiation of payment of income benefits or denial of
compensability to the injured employee and the Division. Division rule 124.2 requires notice to be made to
the injured employee using a plain language notice. Rule 124.2 also requires the notice to be provided to
the Division via electronic data interchange. However, DWC FORM-021 may be used to accomplish these
requirements. An insurance carrier who fails to either begin compensation or file DWC FORM-21, within
this 15-day period, may receive an Administrative Violation. Initiation of compensation does not prevent the
carrier from investigating and subsequently denying the claim during the 60-day period following receipt of
written notice of the injury. The carrier must specify the reason for refusal of compensation.

DWC FORM-021 may also be used by the carrier to indicate the intent to begin benefits when compensable
time begins to accrue, or medical payments are due (Sections 408.082 and 408.027).

This form may be used by the carrier when transitioning from payment of one type of benefits to another. A
carrier should attach a payment summary for frequent adjustments when filling in block 40.

The DWC FORM-021 is considered filed when personally delivered or postmarked. Send DWC's copy to
the field office handling the claim.

[Section 408.082, Accrual of Rights to Income Benefits; Section 408.101, Temporary Income Benefits;
Section 408.121, Impairment Income Benefits; Section 408.142, Supplemental Income Benefits; Section
408.161, Lifetime Income Benefits;, Section 408.181, Death Benefits; Section 408.027, Payment of Health
Care Provider; Section 409.021, Initiation of Benefits; Insurance; Carrier's Refusal: Rule 124.1, Written
Notice of Injury Defined; 124.2, Insurance Carrier Reporting and Notification Requirements]

DWC FORM-021 Rev. 10/05 Page 2

APPENDIX A-30



STATEMENT OF INSURANCE CARRIER OR SELF INSURER
WITH RESPECT TO DISCONTINUANCE OF BENEFITS

(Employee notification of the discontinuance of weekly compensation benefits)

PLEASE PRINT OR TYPE

*Rule R612-1-3(G) of the Labor Commission workers' compensation rules require that this form must be
mailed to the employee and filed with the Labor Commission five (5) days before the date compensation

stops for any reason.

Employee Date of Injury
Address Phone
Social Security Number
Employer
Insurance Carrier Date of Filing
Adjustor Phone Number

Date  Reasons for Suspension Effective:

Doctor has not filed supplemental reports.

__ Claimant moved and failed to inform carrier of new Per Rule 612-2-0. Change of Doctors and Hospitals.
address. The employee may make one change of doctor

___ Claimant left State and changed doctors without without requesting permission of the carrier, so
permission. long as the carrier is promptly notified. ..

Claimant changed doctors without permission.
Claimant has failed to keep doctor appointment(s).
Claimant refuses to be seen for independent evaluation.

Other

NOTICE TO THE CLAIMANT: If you are in disagreement with the carrier and cannot resolve your
differences by talking with the carrier and/or your treating physician, you should then call the Labor
Commission, Division of Industrial Accidents, for further instructions. You may have additional benefits
due, if you have sustained permanent loss of body function due to your industrial injury. Please check with
your physician. If your physician has given you a permanent partial rating, the rating needs to be sent to the
adjuster listed at the top of this form.

*** JF YOU BELIEVE THAT YOU ARE ENTITLED TO UNEMPLOYMENT BENEFITS
AFTER THE SUSPENSION OF WORKERS' COMPENSATION BENEFITS, YOU MUST
FILE WITHIN 90 DAYS OF THE DATE OF YOUR RELEASE TO RETURN TO WORK. ***

NOTICE TO INSURANCE CARRIER/EMPLOYER: This form is to be mailed to the doctor, if the doctor is
involved in any way with suspension of temporary total disability compensation. Benefits should continue until 5
days after the mailing of this form to the Applicant and the Labor Commission.

ADJUSTOR: If claimant has been released to return to work, Form 110 “Release to Return to Work”
must be sent to the Labor Commission and the injured worker within five (5) calendar days of release

for work.

Official Form 142 Revised 2/09

State of Utah ¢ Labor Commission e Division of Industrial Accidents

160 East 300 Southe P.O. Box 146610 e Salt Lake City, UT -84114-6610 e Telephone: (801) 530-6800
Fax: (801) 530-6804 e Toll Free: (800) 530-5090 » www.laborcommission.utah.gov
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. DEPARTMENT OF LABOR DOL Form 27 Rev 7/07
WORKERS’ COMPENSATION DIVISION State File No.:

5 GREEN MOUNTAIN DRIVE, PO BOX 488 Insurance Co. File No.:

~ ) MONTPELIER, VT 05601-0488 _
- (802) 828-2286 Date of Injury:

FEIN:

Social Sec. Number:
www.labor.vermont.gov

EMPLOYER’S NOTICE OF INTENTION TO DISCONTINUE PAYMENTS

The Form 27 and supporting documentation must be received by the claimant and the Department of Labor at least 7 days
before the actual discontinuance pursuant to § 643a. ATTACH SUPPORTING EVIDENCE.

Employee Name: Employer:
Employee Address:
Effective . the following benefits will be DISCONTINUED for the reason(s) checked below.

[0 Temporary total disability [] Temporary partial disability [] Medical benefits [ Vocational
Rehabilitation

To the above name employee for the following reason(s):

7 1.  Claimant has reached a medical end result. Report of Dr. attached.

“End Medical Result” or “Medical End Result” is defined as “the point at which a person has reached a substantial plateau
in the medical recovery process, such that significant further improvement is not expected, regardless of treatment”.

[0 2. Claimant has been released for work with or with restrictions but has not made a reasonable effort to find such work OR

has refused an offer of suitable work. Written documentation establishing the following must be attached:

a.  Medical documentation indicating the claimant has been released to return to work with or without restrictions
attached;
AND

b.  Written evidence showing that the claimant has been notified of the fact his/her release and his/her obligation to
conduct a good faith search for suitable work OR to accept an offer of suitable work attached; AND

¢.  Written explanation as to why you (the adjuster) feel the claimant has failed to make a reasonable effort to find
suitable work attached; OR written documentation from the employer that shows they have suitable work but the
claimant has refused such employment attached.

[J 3. Medical treatment is inappropriate or unrelated to work injury. Medical evidence attached.
Specify treatment:

[] 4. No medical documentation supporting ongoing disability and/or treatment. Please attach a copy of your letter to medical
provider and any response received, if you received no response please check here [_].

[J 5. Claimant has failed to attend a scheduled LM.E. Carrier’s scheduling letter, documentation of non-attendance and reason

(if known) attached.
[T 6.  Other (specify with attached evidence):
ISSUED BY: REVIEWED BY:
Insurance Carrier Date Notice Mailed
Insurance Adjuster (Print Name) Date Reviewed
Insurance Adjuster Signature Commissioner or Designee Signature

NOTICE TO EMPLOYEE’S OF RIGHT TO APPEAL
IF YOU DISAGREE WITH THE NOTICE TO DISCONTINUE BENEFITS, you may request a hearing IN WRITING to the

Department of Labor at the address above. ATTACH medical documentation and any other information to support your appeal.
PLEASE BE SURE TO PUT YOUR STATE FILE NUMBER ON YOUR HEARING REQUEST.
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Department of Workforce Development
Worker’'s Compensation Division

: 201 E. Washington Ave., Rm. C100
P.0O. Box 7901

THIRD PARTY PROCEEDS DISTRIBUTION AGREEMENT Madison, W1 53707-7901
Telephone: (608) 266-1340
Fax: (608) 267-0394
http:/lwww.dwd.state.wi.us/we/
e-mail: DWDDWC@dwd.state.wi.us
~ Personal information you provide may be used for secondary purposes [Privacy Law, s.15.04(1)(m)].

WC Claim Number Employee Name
Social Security Number Employee Mailing Address (number, street, city, state, zip code)
Injury Date Employer Name
insurance Claim Number Employer Mailing Address (number, street, city, state, zip code)

Worker's Compensation Insurance Carrier

Submitted By Mailing Address (number, street, city, state, zip code)

, insurer of

, third party, and the above parties have

agreed to settle the liability of the tort-feasor for injury sustained on

The proceeds will be distributed according to the provisions of 102.29, Wisconsin Statutes, as follows:

1. % _ total amount of third party settlement
2. % to employee’s attorney as cost of collection (fee & costs)
3. 9% one-third of balance to employee
4. % to worker's compensation insurance carrier or self-insured
employer as reimbursement for payment of
$ in compensation, and
$ in medical expense
5% balance to employee which shall constitute a cushion or credit

against any additional claim under worker's compensation

PLEASE NOTE: Employee Signature

APPROVAL VOID IF PROCEEDS RESULT FROM

UNINSURED MOTORIST PROVISION Attorney Signature

Agreement Date Worker's Compensation Insurance Carrier or Self-insured Employer Signature

SETTLEMENT AND DISTRIBUTION OF PROCEEDS AS STATED ABOVE ARE APPROVED.

Date Signed Administrative Law Judge, Worker's Compensation Division

WKC-170 (R. 07/2001)
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