


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
) -
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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
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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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