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WAR HAZARDS COMPENSATION ACT REIMBURSEMENT 

FILE REFERRAL FORM 
 

Date:                                                          

CONTACT INFORMATION:  

Name:                                                                                                                                                                          

Company:                                                                                                                                                                    

Company Address:                                                                                                                                                     

Phone:                                                                       Fax:                                                                                           

E-Mail:                                                                                                                                                                          

CLAIM INFORMATION: 

Full and Correct Legal Name of Insurance Carrier/Self-Insured Company Paying Benefits (Not TPA): 

                                                                                                                                                                                       

OWCP File No.:                                                                                                                                                            

Employer Name & Address:                                                                                                                                      

                                                                                                                                                                                       

Employee Name (Beneficiary if Fatality):                                                                                                               

Date of Loss:                                                               Type of Injury:                                                                        

Loss Location:                                                                                                                                                               

Employee/Beneficiary Address:                                                                                                                                

                                                                                                                                                                                         

Your Claim Number:                                                                                                                                                    

Total Benefits Paid:                                                                  Periodic:                                                                    

Medical:                                     Burial:                                      Claims Expenses:                                                     

Period Covered From:                                                           To:                                                                                  
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Other (Describe):  
 
 
 

Facts of Accident:  
 
 
 
 
 
 
Identify and explain in detail why the injury was caused by a “war risk hazard.” (Note: Generally, this 
includes discharge of weapons; any action by a hostile force or person, including insurrection or rebellion; 
discharge of munitions intended for use in war; collision of vessels and aircraft operating without 
customary navigation aids; and operation of a vessel or aircraft in a zone of hostility or engaged in war 
activities.): 
 
 
 
 
 
Identify the “hostile force or person” which resulted in the injury: 
                                                                                                                                                                                             

Describe the government contract (date, parties, and purpose) which the insured was operating under at 
the time of the employee’s injuries and attach a copy of the contract.:   
 
 
 
 
 

Proposed Fee Arrangement:                                                                                                                                           

$5,000 Flat Fee (For Matters Involving $250,000 or Less) 

$7,500 Flat Fee (For Matters Involving More Than $250,000) 

Hourly Fee 

25% Contingency Fee 

Special Handling Instructions: 
 
 
 
 
To support the reimbursement claim, please provide the following: Copies of any compensation award, 
applicable government contract, insurance policy, notice and Department of Labor claims forms, receipts 
or copies of check and drafts, medical records and/or billing, medical reports, statements, and 
investigative materials.  
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*** Please forward completed forms to intake@mwl-law.com *** 
 

Disclaimer: Sending a file to MWL through this feature, e-mail, fax, regular mail, or by other means, doesn't 
guarantee our retention, as that determination will be made after MWL’s evaluation of the file. Upon MWL’s receipt 
of a new file, clients are contacted via e-mail to confirm the file has been received and that it is in the process of 
being evaluated for possible handling by MWL. Following said evaluation, clients receive written notification as to 
whether MWL will be willing to handle your file. If you send a file and don't hear from us within an appropriate 
amount of time, please contact MWL to ensure we received your file. 
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