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EASY ONLINE CLAIMS REPORTING INSTRUCTIONS 
 

By logging into AmTrust‘s web portal, policyholders can access a wide variety of account 
information including the ability to report injuries online. The following instructions will help get 
you started. 

 
First Time Portal Access: 

 
1. Go to www.amtrustnorthamerica.com 

2. In the upper right corner of the home page, click "LOGIN" 

3. In the subsequent AmTrust Online drop-down box, click the word “Register” 

4. On the following screen, enter your policy number, zip code and the security code that 
appears on that screen and click “Enter” at the bottom right of the screen 

5. Enter your email address, user name and password to complete the registration process 

6. After completing the registration process, go back to www.amtrustnorthamerica.com and 
log in 

 
Reporting of New Injuries: 

1. Go to www.amtrustnorthamerica.com 

2. Log in to "AmTrust Online" 

3. Click the “Claims” icon in the upper middle of your screen to view the screen that lists 
your policies 

4. Click “View” next to the policy for which you wish to enter a claim. This brings you to the 
policy detail screen 

5. Click on “First Reports” in the upper left corner 

6. On the next screen, click “Add” to view the “New First Report of Injury” screen 

7. Click “Use WebForm.” This brings you to the screen where you will enter all of the 
detailed information about the injury/injured worker 

8. When finished entering all of the data, click “Submit” and this report will channel into our 
intake center to be set up and assigned to a claims adjuster 

9. Return to the “First Reports” screen and you will see the claim number for the report 
entered 

10. When finished, click on “Return to Listing” 

 
For ID/Password issues or if you receive error messages while using this application, please 
contact our help desk at help.desk@amtrustgroup.com or call 866.427.6150. Please be sure to 
specify that you are an AmTrust policyholder and provide your AmTrust Online ID. 

 
 
 
 
 
800 Superior Avenue E • 21st Floor • Cleveland, OH 44114 
(p) 888.239.3909 • www.amtrustnorthamerica.com 



 
 
 
 
 
 

Helpful Hints: 

 . “Time Employee Began Work” and “Time of Occurrence” must be entered in military 
time 

 . Enter the hours in the first box and the minutes in the second box 

 . All dates must be entered as two-digit day, two-digit month and four-digit year, i.e.: 
XX/XX/XXXX 

 . For PEOs, in the “Location Address” box, please include the PEO client name and 

address of the applicable PEO client location. If there is a location code/number, 

specify in the “Location #” box 

 . If during the entry of a claim you must exit the application, first click on “Save as 

Draft” and you may return to it later by going back into the “First Reports” screen 

and clicking on “In Progress” 

For ID/Password issues or if you receive error messages while using this application, please 
contact our help desk at help.desk@amtrustgroup.com or call 866.427.6150. Please be sure to 
specify that you are an AmTrust policyholder and provide your AmTrust Online ID. 

 
Thank you for your attention to this matter. 

Sincerely, 

AmTrust North 
America Claims 
Department 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
800 Superior Avenue E • 21st Floor • Cleveland, OH 44114 

(p) 866.203.3037 • (f) 800.487.9654 • www.amtrustnorthamerica.com 



MN FR01 (3/16) Employer: Send copies to Insurer (or Workers’ Compensation Division if no insurer), employee, and employee’s union (if applicable) 

MN Department of Labor and Industry 
Workers’ Compensation Division 
(651) 284-5032 or 1-800-342-5354 

First Report of Injury 
See Instructions on Reverse Side 

Print in ink or type 
Enter dates in MM/DD/YYYY format

1. EMPLOYEE SOCIAL SECURITY # 2. OSHA case # 3. Time employee began
work on date of injury 

am 

pm 

4. DATE OF CLAIMED INJURY 5. Time
of injury 

am 

pm 

6. Date of death # of dependents (if death 
is related to injury) 

7. EMPLOYEE Name (last, suffix, first, middle) 8. Gender

 M  F 

9. Marital
status 

 Married

 Unmarried 

10. Home address 11. Home phone # 12. Date of birth 13. Date hired

City State Zip Code 14. Occupation 15. Regular department 16. Apprentice

Yes No 

17. Average weekly wage 18. Rate per
hour 

19. Hours per
day 

20. Days per
week 

Normal work schedule Sun - Sat 
   S          M          T         W          T          F          S 

21. Employment
status (check all 
that apply) 

Full time 

Seasonal 

Part time 

 Volunteer 

22. Tell us how the injury/illness occurred, what the employee was doing before the incident (give details), and what the injury/illness was.  Examples:  “Worker was driving 

lift truck with a pallet of boxes when the truck tipped, pinning worker’s left leg under drive shaft.”  “Worker developed soreness in left wrist over time from daily computer key entry.”

23. What was the injury or illness (include the part(s) of body)?  Examples: 

chemical burn left hand, broken left leg, carpal tunnel syndrome in left wrist. 
24. What tools, equipment, machines, objects, or substances were involved?
Examples:  chlorine, hand sprayer, pallet lift truck, computer keyboard. 

25. Did injury occur on employer’s premises?

Yes   No 

Name and address of the place of the occurrence 

26. Date of first day of any lost time 27. Employer paid for lost time on day of injury (DOI)

 Yes  No  No lost time on DOI 

28. Date employer notified of injury 29. Date employer notified of lost time

30. Return to work date 31. RTW same employer

 Yes  No 

32. RTW with restrictions

 Yes  No 

33. Treating physician (name) 34. Extent of medical treatment (check all that apply)

None Minor on-site by employer’s medical staff Minor clinic/hospital 

Emergency room Hospitalization more than 24 hours 

Future major medical anticipated 

35. Certified Managed Care Organization (if any)

36. EMPLOYER Legal name 37. EMPLOYER DBA name (if different)

38. Mailing address 39. Employer FEIN 40. Unemployment ID #

City State Zip Code 41. Employer’s contact name and phone #

42. Physical address (if different) 43. Witness (name and phone) - if more than 1 attach a separate sheet

City State Zip Code 44. NAICS code 45. Date form completed

46. INSURER name 51. CLAIMS ADMIN COMPANY (CA) name (check one)
 Insurer 

 TPA 

47. Insured legal name and FEIN 52. CA address

48. Policy # (including effective dates) or self-insured certificate # City State Zip Code 

49. Insurer FEIN 50. Date insurer received notice 53. CA FEIN 54. CA claim #

55. To be completed
by the CA: 

Claim type code: Type of loss code: Late reason code: Salary paid in lieu of comp? Death result of injury? 

FR01

DO NOT USE THIS SPACE 

AMTRUST NORTH AMERICA

P.O. BOX 89453

CLEVELAND OH 44101



GENERAL INSTRUCTIONS TO THE EMPLOYER 
 

Employers, not employees, are responsible for completing this form. The information is needed to determine liability and entitlement 
to benefits. You must file this form with your insurer, and give a copy to the employee and the employee’s local union office. You are 
required to provide the employee with a copy of the Employee Information Sheet, which is available on the Department of Labor and 
Industry’s web site at www.dli.mn.gov.  
 
Filing this form is not an admission of liability. You must report a claim to your insurer whenever anyone believes that a work-
related injury or illness that requires medical care or where lost time from work has occurred. If the claimed injury wholly or partially 
incapacitates the employee for more than three calendar days, the claim must be made on this form and reported to your insurer within 
ten days. Your insurer may require you to file it sooner. Failure to file within the ten days may result in penalties. It is important to file 
this form quickly to allow your insurer time to investigate the claim. Your insurer will report the injury to the Department of Labor and 
Industry (Department), when necessary. Self-insured employers have 14 days to report the injury to the Department, when necessary. 
 
If the claim involves death or serious injury (including injuries that later result in death), you must notify the Department and 

your insurer within 48 hours of the occurrence. The claim can be reported initially to the Department by telephone (651-284-5041), fax 
(651-284-5731), or personal notice. The initial notice must be followed by the filing of this form with the Department within seven days 
of the occurrence, at P.O. Box 64221, St. Paul, MN  55164-0221. 
 

SEND THIS FORM TO YOUR INSURER IMMEDIATELY – DO NOT WAIT FOR THE DOCTOR’S REPORT 
 

SPECIFIC INSTRUCTIONS TO THE EMPLOYER ON COMPLETING THIS FORM 
 
• Item 2:  OSHA case #. Fill in the case number from the OSHA 300 log. This form contains all items required by the OSHA form 301. 
• Items 17-21:  Fill in all the wage information. If the employee does not work a regularly scheduled work week, attach a 26 week 

wage statement so your insurer can calculate the appropriate average weekly wage. Attach a separate sheet giving the weekly 
value of any meals, lodging, or 2nd income paid to the employee. 

• Item 20:  Fill in the average number of days per week that the employee works.  Also include their normal work schedule, Sunday - 
Saturday, by checking the appropriate boxes. If the employee’s work schedule fluctuates from week-to-week, leave the boxes blank. 

• Items 22-24:  Be as specific as possible in describing: the events causing the injury; the nature of the injury (cut, sprain, burn, etc.), 
and the part(s) of body injured (back, arm, etc.); and the tools, equipment, machines, objects or substances involved. 

• Item 26:  Fill in the first day the employee lost any time from work (including time lost for medical treatment), even if you paid the 
employee for the lost time. 

• Item 27:  Check the appropriate box to indicate if there was lost time on the date of injury and whether you paid for that lost time. 
• Item 28:  Fill in the date you first became aware of the injury or illness. 
• Item 29:  Fill in the date you became aware that the lost time indicated in Item 26 was related to the claimed injury. 
• Item 30:  Leave the box blank if the employee has not returned to work by the time you file this form. If the employee has returned to 

work, fill in the date and answer the questions in Items 31 and 32. Notify your insurer if the employee misses time due to this injury 
after that date. 

• Item 34:  Check all the boxes that apply AT the time you file this form. 
• Item 39:  Fill in your Federal Employer Identification Number (FEIN). For information, see https://www.irs.gov/Businesses/Small-

Businesses-&-Self-Employed/Lost-or-Misplaced-Your-EIN. 
• Items 40 and 44:  Fill in your Unemployment ID number and North American Industry Classification System (NAICS) code, which 

are both assigned by the Minnesota Unemployment Insurance Program (651-296-6141). 
• Items 46-54:  Your insurer or claims administrator will complete this information if you do not have it available. 
 

INSTRUCTIONS TO THE INSURER/CLAIMS ADMINISTRATOR  
(For first reports of injury filed on or after Jan. 1, 2014) 

 

Pursuant to Minnesota Statutes, section 176.231, and Minnesota Rules, part 5220.2530, insurers and self-insured employers must file 
with the Department’s Workers’ Compensation Division an electronic first report of injury, according to the requirements set out in 
sections 2 to 4 of the Minnesota implementation guide, in all cases where a first report of injury is required to be filed under Minnesota 
Statutes, chapter 176. The Minnesota implementation guide can be found on the Department’s website at www.dli.mn.gov/WC/Edi.asp.   
 

A first report of injury submitted by the insurer or self-insured employer in any other manner or format is not considered filed with the 
division, except for a written first report of injury on a paper form filed by a self-insured employer within seven days of death or serious 
injury.  
 
If the claim does not involve lost time beyond the waiting period or potential permanent partial disability (PPD), or has not been 
requested to be filed by the Department, a first report of injury does not need to be filed. 
 

This material can be made available in different forms, such as large print, Braille or audio.  To request, call (651) 284-5032 or 
1-800-342-5354 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. 



Optum
PO Box 152539
Tampa, FL 33684-2539

Optum has been chosen to manage your workers’ compensation pharmacy benefits for your employer or their insurer. 
Below is your First Fill card that will allow you to receive your injury-related prescriptions at your local pharmacy. Please 
fill out the card based on the instructions below.

Employer:
Immediately upon receiving notice of injury, fill in the information 
above and give this form to the employee.

Injured Employee:
If you need a prescription filled for a work-related injury or 
illness, go to an Optum Tmesys® network pharmacy. Give this 
temporary card to the pharmacist. The pharmacist will fill 
your prescription at low or no cost to you.

If your workers’ compensation claim is accepted, you will 
receive a more permanent pharmacy card in the mail.  
Please use that card for other work-related injury or illness 
prescriptions.

Most pharmacies, including Walgreens, our preferred 
provider, and all major chains, are included in the network. 
To find a network pharmacy call 1-866-599-5426 or visit 
tmesys.com.

NOTE:  This First Fill card is only valid for your workers’ compensation injury or illness.

MAKING IT EASY... 
TO GET WORKERS’ COMPENSATION PRESCRIPTIONS FILLED.

1-866-599-5426
Questions? Need Help?

IMP14-1614-109-FFWG

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Notice to Cardholder: Present this card to the pharmacy to receive medication for 

your work-related injury. To locate a pharmacy: tmesys.com.

CARRIER/TPA EMPLOYER

INJURED WORKER NAME

SOCIAL SECURITY NUMBER DATE OF INJURY (YYMMDD)
Please provide directly to Pharmacist

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 004261 or

or

002538

RxPCN

GROUP

CAL

________

Envoy Acct. #

The following entities comprise the Optum Workers Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers Com-
pensation  Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, dba Optum 
Settlement Solutions; Procura Management, Inc., dba Optum Managed  Care Services; Modern Medical, dba Optum Workers Compensation 
Medical Services, collectively  and individually referred as “Optum.”          

AmTrust North America

FF



Optum ha sido elegido para administrar los beneficios farmacéuticos de su programa de compensación por accidentes 
laborales para su empleador o su asegurador. Más adelante incluimos su tarjeta First Fill que le permitirá recibir las 
recetas médicas relacionadas con su lesión en su farmacia local. Llene esta tarjeta siguiendo las instrucciones que se 
indican a continuación.

Empleador:
Inmediatamente después de recibir un aviso sobre una lesión, llene la 
información antes indicada y entregue este formulario al empleado.

Empleado lesionado:
Si necesita que se le abastezca su receta médica para una lesión 
o enfermedad relacionada con su trabajo, visite una farmacia 
de la red Optum Tmesys®. Entregue esta tarjeta temporal al 
farmacéutico. El farmacéutico abastecerá su receta médica bajo 
costo o sin costo alguno.

Si se acepta su reclamación del programa de compensación 
por accidentes laborales, recibirá una tarjeta permanente por 
correo. Use esa tarjeta para otras recetas médicas de lesiones o 
enfermedades relacionadas con su trabajo.

La mayoría de farmacias, incluyendo Walgreens, nuestro 
proveedor preferido, y todas las grandes cadenas de farmacias, 
forman parte de la red. Para encontrar una farmacia de la red, 
llame al 1-866-599-5426 o visite tmesys.com.

NOTA:  Esta tarjeta First Fill solo es válida para una lesión o enfermedad cubierta por su programa de 
compensación por accidentes laborales.

HACEMOS MÁS SENCILLO...
EL ABASTECIMIENTO DE LAS RECETAS MÉDICAS DEL PROGRAMA DE 
COMPENSACIÓN POR ACCIDENTES LABORALES.

1-866-599-5426

¿Tiene alguna pregunta? 
¿Necesita ayuda?

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Aviso para el titular de la tarjeta: Presente esta tarjeta a la farmacia para recibir los 
medicamentos para la lesión relacionada con su trabajo. Para ubicar una farmacia, 
visite tmesys.com.

PORTADORA EMPLEADOR

NOMBRE DEL TRABAJADOR LESIONADO

NUMERO DE SEGURO SOCIAL FECHA DE ALA LESION (AAMMDD)
Please provide directly to Pharmacist

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 004261 or 002538

IMP14-1614-109-FFWG

Optum
PO Box 152539
Tampa, FL 33684-2539

orRxPCN

GROUP

CAL

________

Envoy Acct. #

The following entities comprise the Optum Workers Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers Com-
pensation  Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, dba Optum 
Settlement Solutions; Procura Management, Inc., dba Optum Managed  Care Services; Modern Medical, dba Optum Workers Compensation 
Medical Services, collectively  and individually referred as “Optum.”          

AmTrust North America

FF



             RETURN-TO-WORK; A GREAT IDEA 
We at the AmTrust Group, are convinced that an employer who provides light, or restricted work for injured 
employees, enjoys numerous benefits. This is not just an opinion, it’s something we see day in and day out. 
Consider: 
• Unless an injured worker returns to the workplace within 60 days, chances of him/her ever returning drop

dramatically. (resulting in a very expensive permanent disability situation.) 
• After 6 months away from the workplace, only 50% chance of return.
• After 12 months, only a 10% chance of return.

Some Return-to Work Benefits Include: 
• “Test” of malingering potential. Injured employees who refuse light duty are more prone to being malingerers.
• Opportunity for employer to demonstrate true concern for workers’ well-being.
• Promotion of rehabilitation and recovery.
• Lower medical and rehabilitation costs.
• Productivity.
• Morale improvement for the injured worker.
• Ability for the employer to monitor the injured employee’s recovery progress.
• Decrease of WC claims costs, with resultant downstream WC premium savings.

(Notice we’re not just talking about ‘feel-good’ issues, but also hard dollars !) 

Some common misconceptions (and truths) about Return-to-Work / Light Duty: 

Misconception: We’ve already got too many “programs” around here, and don’t need any more paper. 

Truth: While it is true a written, planned program works best, in many cases a Light Duty “program” can be nothing 
more than a management understanding of the benefits and principles of Return-to-Work, how it works, and the 
commitment to ‘just do it’, when light-duty recommendations are made by WC physicians. 

Misconception: It will get me into an Americans With Disabilities (ADA) “situation”. 

Truth: Light-duty and ADA “reasonable accommodation” are two entirely separate issues. Generally, light duty is a 
temporary assignment, for a relatively short period. ADA accommodations are made for serious, permanent 
disabilities that impair major life activities. 

Misconception: I’ll have to devise a whole new job each time an employee needs light duty. 

Truth: The vast majority of light-duty restrictions require accommodating only one or two factors, such as “no lifting 
over 10 pounds”, or the like. In many cases, if you break the jobs down into individual tasks, you’ll see that only one 
or two tasks within the employee’s normal job are affected, and can be handled in some other way. 

Misconception: Once an employee gets into a “cushy” light-duty job, s/he’ll never leave it, and I’ll be stuck with it. 

Truth: Light duty is always defined by, and monitored by the attending physician. An employee on light duty is 
periodically monitored by the physician for improvement, and is released for full-duty as soon as medically indicated. 

Misconception: We’re a union company. Our union won’t allow us to pay lower rates, or move employees between 
classifications, or between bargaining groups. 

Truth: Any Local that objects to a Return-to-Work program should be referred to its national body for guidance. 
Return to Work is universally recognized as a very positive influence on an injured worker (as well as benefiting the 
employer). Labor unions, whose major purpose for existence is the benefit of the workers they represent, should not 
only “tolerate” Return-to-Work programs, but enthusiastically promote, and assist in such programs’ implementation 
and operation. It is strongly suggested that management approach labor representatives to solicit their input, and 
assistance in making Return to Work a positive force in your workplace. 

Misconception: I might be willing to place a worker in a light-duty position, but I can’t afford pay them their full pay, 
for the decreased productivity. 

Truth: Talk to your WC insuror’s claims professional. In many cases, states’ WC plans provide for “make-up” pay to 
replace some, or all of the injured employees’ decreased earnings. The goal of getting them back to the workplace, 
and doing some productive work is that important! 



Minnesota workers’ compensation system
employee information sheet

What does workers’ compensation pay for?

• Medical care for the work injury, as long as it is reasonable and necessary
• Wage-loss benefi ts for part of your lost income (there is a three-calendar-day waiting period before these benefi ts start)
• Benefi ts for permanent damage or loss of function of a body part
• Benefi ts to your spouse and/or dependents if you die of a work injury
• Vocational rehabilitation services if you cannot return to your pre-injury job or to your pre-injury employer

How are workers’ compensation benefi ts paid?

Your workers’ compensation benefi ts are paid by an insurance company or your employer, if your employer is self-
insured. State law sets the benefi t levels. Please note:  pursuant to statute, the insurer can obtain medical information 
specifi c to your work injury without your authorization.

If the insurer accepts your claim for wage loss benefi ts and you have been disabled for more 
than three calendar days:

• The insurer will send you a copy of the Notice of Insurer’s Primary Liability Determination form stating your     
claim is accepted.

• The insurer must start paying wage-loss benefi ts within 14 days of the date your employer knows about your work
injury and lost wages. The insurer must pay benefi ts on time. Wage-loss benefi ts are paid at the same intervals as 
your work paychecks.

If the insurer denies your claim for wage loss benefi ts:

• The insurer will send you a copy of the Notice of Insurer’s Primary Liability Determination form stating it is denying 
primary liability for your claim. The form must clearly explain the facts and reasons why the insurer believes your 
injury or illness did not result from your work.

• If you disagree with the denial, you should talk with the insurance claims adjuster who is handling your claim.
Your employer’s insurance company can answer most questions about your claim.

 Insurer name:      Phone :

• If you are not satisfi ed with the response you receive from the insurer and still disagree with the denial, you should
contact the Department of Labor and Industry at one of the numbers listed below to see what to do next.

If you have other questions or need more help, call the Minnesota Department of Labor and Industry 
Workers’ Compensation Hotline:

Twin Cities and Southern Minnesota: (651) 284-5005 or 1-800-342-5354; TTY (651) 297-4198
Duluth and Northern Minnesota:  (218) 733-7810 or 1-800-342-5354

Your call will be answered by experienced workers’ compensation specialists, who will provide instant, accurate 
information and assistance.

Additional workers’ compensation information is available on the department’s Web site at:
www.dli.mn.gov/WorkComp.asp

Your employer is required by law to give you this information. This material can be made available in different formats, 
such as large print, Braille or audio, by calling the numbers printed above.

Updated June 2009 (Web address change only). This form may be copied or reproduced electronically. Do not fi le this form with the department.



Información sobre el Sistema de Compensación a trabajadores  
por accidentes en Minnesota 

¿Por cuales cosas paga el seguro de compensación a trabajadores? 

• Atención medica por su accidente/lesión de trabajo, siempre y cuando sea razonable y necesaria.
• Beneficios parciales por pérdida de ingresos. (Hay un período de espera de tres días civiles antes de que comiencen estos beneficios.)
• Compensación por daños permanentes o por la pérdida del funcionamento de una parte del cuerpo.
• Beneficios a su cónyuge y/o sus dependientes si usted fallece como resultado de una lesión en el trabajo.
• Servicios de rehabilitación vocacional si, a causa de una lesión en el trabajo, usted no puede regresar al trabajo que tenía o a la

empresa para la que trabajaba antes de sufrir dicha lesión.

¿Como se pagan los beneficios de compensación a trabajadores accidentados? 

Sus beneficios de compensación a trabajadores son pagados por un asegurador o por su empleador si el está asegurado  
si- mismo. La ley estatal de Minnesota define los niveles de pago de beneficios. Tome nota :  de acuerdo a estatutos, el asegurador de 
compensación podrá obtener información médica relacionada específicamente con su lesión de trabajo sin su autorización, siempre y 
cuando le envíe un aviso por escrito de dicha solictud al momento de hacerla. 

Si la aseguranza acepta su reclamación de beneficios por pérdida de ingresos y usted ha 
 estado incapacitado por más de tres días civiles: 

• El asegurador le enviará una copia del formulario de Aviso de Determinación de Responsabilidad Principal del Asegurador (Notice of
Insurer’s Primary Liability Determination) indicando que aceptó su reclamación.

• El asegurador deberá comenzar a pagarle los beneficios por pérdida de ingresos. El asegurador deberá pagar los beneficios de manera
puntual. Los beneficios por pérdida de ingresos se pagan a los mismos intervalos de tiempo que sus cheques de nómina.

Si el asegurador rechaza su reclamación de beneficios por pérdida de ingresos: 

• El asegurador le enviará una copia del formulario de Aviso de Determinación de Responsabilidad Principal del Asegurador (Notice of
Insurer’s Primary Liability Determination) indicando que está rechazando la reponsabilidad principal por su reclamación. El
formulario debe explicar claramente los hechos y los motivos por los cuales el asegurador cree que su lesión o enfermedad no es
resultado de su trabajo.

• Si usted no está de acuerdo con el rechazo, debe hablar con el tasador de reclamaciones de seguro que esté encargado de su
reclamación. La compañía de seguros de su empleador podrá responder a la mayoría  de sus preguntas acerca de su reclamación.

• Si no está satisfecho con la respuesta que reciba del empleador y aún no está de acuerdo con el rechazo, debe comunicarse con el
Departamento del Trabajo y la Industria llamando a uno de los números que se indican a continuación para hablar acerca de sus
opciones.

Si tiene preguntas o necesita más ayuda, llame al Departamento del Trabajo y la Industrial de Minnesota:  

 
 

Especialistas en compensación a trabajadores con experencia responderán a su reclamación y le proveerán información y asistencia 
instantáneas y precisas. 

Hay información adicional acerca de la compensación a trabajadores por accidentes en el trabajo disponible en el sitio de Internet del 
Departamento en 

www.dli.mn.gov/WorkComp.asp 

Su empleador está requerido por ley a proveerle está información. Este material está disponible en varios formatos como imprenta 
grande, Braille, audiocinta, o llamar a los teléfonos indicados anteriormente. 

Nombre de Aseguranza Número de teléfono

Linea directa de 
compensación a trabajadores 

1-800-DIAL-DLI 

(1-800-342-5354) 

Ciudades gemelas el 
area Sur de Minnesota

(651) 284-5005 

TTY:  (651) 297-4198

Duluth y el area  
Norte de Minnesota 

(218) 733-7810 

1-800-342-5354

(888)239-3909



Workers’ compensation pays for

What the insurer must do

If you are injured

Workers’ compensation

Collecting workers’ compensation 
benefits you are not entitled to is 
theft. Call 1-888-372-8366 to report 
workers’ compensation fraud.

 ■ Report any injury to your supervisor as soon as possible, no 
matter how minor it may appear. You may lose the right to 
workers’ compensation benefits if you do not make a timely 
report of the injury to your employer. The time limit may be 
as short as 14 days. 

 ■ Provide your employer with as much information as 
possible about your injury. 

 ■ Get any necessary medical treatment as soon as possible. 
If you are not covered by a certified managed care 
organization (CMCO), you may treat with a doctor of your 
choice. Your employer must notify you in writing if you are 
covered by a CMCO.

 ■ Medical care for your work injury, as long as it is 
reasonable and necessary. 

 ■ Wage-loss benefits for part of your lost income. 

 ■ Compensation for permanent damage to or loss of 
function of a body part.

 ■ The insurer must investigate your claim promptly. If you 
have been disabled for more than three calendar-days, the 
insurer must begin payment of benefits or send you a denial 
of liability within 14 days after your employer knew you 
were off work or had lost wages because of your claimed 
injury. 

 ■ If the insurer accepts your claim for wage-loss benefits and 
you have been disabled for more than three calendar-days:  
The insurer will notify you and must start paying wage-loss 
benefits within the 14 days noted above. The insurer must 
pay benefits on time. Wage-loss benefits are paid at the 
same intervals as your work paychecks. 

 ■ Cooperate with all requests for information concerning 
your claim. 

The law allows the workers’ compensation insurer to 
obtain medical information related to your work injury 
without your authorization, but they must send you 
written notification when they request the information. 

The insurer cannot obtain other medical records unless 
you sign a written authorization. 

 ■ Get written confirmation from your doctor about any 
authorization to be off work. The note should be as 
specific as possible.

 ■ Vocational rehabilitation services if you cannot return to 
your pre-injury job or to your pre-injury employer due to 
your work injury.

 ■ Benefits to your spouse and/or dependents if you die as a 
result of a work injury.

 ■ If the insurer denies your claim for wage-loss benefits 
and you have been disabled for more than three 
calendar-days:  The insurer will send notice to you within 
14 days. The notice must clearly explain the facts and 
reasons why they believe your injury or illness did not 
result from your work or why the claimed wage-loss 
benefits are not related to your injury. 

If you disagree with the denial, talk with the insurance 
claims adjuster who is handling your claim. If you are 
not satisfied and still disagree with the denial, call the 
Minnesota Department of Labor and Industry’s Workers’ 
Compensation Hotline at 1-800-342-5354.

Insurer name and contact information

(651) 284-5032 • 1-800-342-5354 • dli.workcomp@state.mn.us • www.dli.mn.gov

August 2017Posting required by law in a location where employees can easily see this notice.

Fraud

888-239-3909

P.O. BOX 89453 

CLEVELAND, OH 44101



Compensación laboral

Este material está disponible en diferentes formatos (Braille, letra de imprenta grande o audio) si llama al (651) 284-5005; llamada gratuita al 1-800-DIAL-DLI (1-800-342-5354) o vía TTY (retransmisión) al (651)297-4198.

Para obtener información adicional sobre compensación laboral  
o si necesita ayuda con un reclamo, comuníquese con el:

Por ley, esta información se debe colocar en un lugar visible en todas las áreas en las que la empresa hace negocios.

Department of Labor and Industry
Workers’ Compensation
443 Lafayette Road N. 
St. Paul, MN  55155

(651) 284-5032
1-800-DIAL-DLI (1-800-342-5354)

dli.workcomp@state.mn.us
www.dli.mn.gov

Si usted se lesiona

Fraude
���������	�
������������	����	��������������������	�����	��
derecho, se considera robo. Si tiene motivos para sospechar que
������	������������	������������	���������������������	����	�
laboral, llame al 1-888-FRAUD MN (1-888-372-8366).

Abril de 2012

 � �	��������������������	����������������	����	���������
posible; no importa qué tan leve le pueda parecer. Usted  
��������������������������������	�
������������	����	�
����������	������	�������������	��	����������������	�����
empleador. El tiempo límite puede ser tan corto como 14 días.

 � ��������������������������������	����������	��������	�
������������������	!

 � Obtenga el tratamiento médico que necesite lo más pronto 
������!�"��	��������������������	������	�#����	�������	���	�
�$����������
�����%�&�'*�������������	��	��$+*������
puede recibir tratamiento con el doctor que usted elija. Su 
���������������	���
����������������������	��������������	� 
una CMCO.

Pagos por compensación laboral 

Lo que la aseguradora debe hacer

 � /��	���	��$�������#�	�������	�������������������	����������
en el trabajo.

 � 9�	�
������������������������������������������������	�����
no recibidos.

 � �����	����	�������:�������	�	����������$������������
��	���	�����	������������������!

 � <�������:����������������������	��������������������	�
prontitud. Si usted ha estado incapacitado por más de tres  
días calendario, la aseguradora debe iniciar el pago 
�����	�
�������	��������	���������	������	����
responsabilidades dentro de los 14 días después que su 
�������������	�������������	����������������������������
����������������������������	������	�����������	!�

 � Si la compañía aseguradora acepta su reclamo de 
��������	
���
������
��
	������
�
�	���
��
�	����

incapacitado por más de tres días consecutivos: La 
��������������	���
���������������	��������������������
��	�
���������$������������������	����������=>�����
mencionados anteriormente. La aseguradora deberá pagar los 
��	�
������	������	��!�<����	�
���������$����������������
������	��	����������	������������������������	���	�!

 � �����������	�����������������������	��������	��������	����
con su reclamo. 

� �<����������������������������������������	����	���������
����	�������	��������	��$������������	������	�������	��	�
��������#����	*���������������	������	��	���
�����	������������
���	���������������	��������	!�

� �<�������:��������������	������������	���������?�����	���
�$���������	�����������
�����	��������#����	�����������!

 � ����������������#����	���������	��������������B��	���������
�	����	
������	��������������$����!�<��	������������������
�����
���������!

 � "������������������������	��������	����������	��������
regresar al trabajo o a su empleador previo al accidente, debido 
��������	��	���������B�!

 � 9�	�
�������������	�����������	���	������������������
�������	����	��������	������	��������!

 � Si la compañía aseguradora deniega su reclamo de 
��������	
���
������
��
	������
�
�	���
��
�	����

incapacitado por más de tres días consecutivos: La 
���������������	�������	��	���
�����	���	����������=>����!�
<��	���
�����	�������?��������������	���������������������
��������������������	�����	�����������	����	���������	��
�����������������������B����������$������	�
���������$������
����������������������	�����	��������	������	�������	!

� �"�������	�������������������	������	������	*���������	�
el ajustador de reclamos de la aseguradora a cargo de su 
reclamo. Si usted no está satisfecho y aún está en desacuerdo 
��	������	������	*�comuníquese con la unidad de 
Compensación para Trabajadores del Departamento de 
Trabajo e Industria de Minnesota (Minnesota Department of 
�����
���
����	����
��
�������
��������
��������!�"�"�#

Nombre de la compañía aseguradora

Número de teléfono
(888) 239-3909

P.O. BOX 89453
CLEVELAND, OH 44101



 

 

STATEMENT OF WAGES/SALARY 
 
IMPORTANT:  PLEASE COMPLETE ALL INFORMATION REQUESTED 
 
Employee:                        Employer:                                     Claim Number:      
Social  Security Number:                                   Date of Hire:                                                Position/Job Title 
 
EMPLOYMENT TYPE:  Full Time____Part Time____Seasonal____ Temp_____ 
      If Temporary or Seasonal worker, last day of season or job end date _________________ 
WAGE TYPE:  Hourly____Salary____Commission____ 
WAGE INFORMATION:   
$______ per hour ;  Monthly Wage $_________ ;    Does monthly wage include commission ____Yes ___No 
Hours per Week ______ ;  Overtime Rate $_____per hour ; Overtime Hours Regularly Worked per week ____ 
Tips reported:  $_______ per week 
 
If employees’ compensation package includes an allowance for any of the following, please indicate the actual or estimated value: 
Meals:  $_____per week     Auto: $__________  Rent/Lodging:  $_________per week  Bonus $_______ per __wk__mth__yr 
 
PLEASE COMPLETE THE BELOW FOR THE PERIOD ________________________ TO _________________________________ 
 

WK 
Pay 
Rate 

Hrs 
Worked 

Begin 
Date 

End 
Date 

Gross 
Salary WK 

Pay 
Rate 

Hrs 
Worked 

Begin 
Date End Date Gross Salary 

1           27           
2           28           
3           29           
4           30           
5           31           
6           32           
7           33           
8           34           
9           35           

10           36           
11           37           
12           38           
13           39           
14           40           
15           41           
16           42           
17           43           
18           44           
19           45           
20           46           
21           47           
22           48           
23           49           
24           50           
25           51           
26           52           



 

 

NO0016 
STATE OF MINNESOTA 

OFFICE OF ADMINISTRATIVE HEARINGS 
 

 
  

  

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 
  

NOTICE OF APPEAL TO WORKERS’ 
COMPENSATION COURT OF 

APPEALS 
 
 

 

  
  

  

  

  

 
 

 
 

 
 
 
 

 

 

[                       ],
  Employee

v.

[                       ],
  Employer

and

[                       ],
  Insurer

and

[                       ],
  Intervenor

1. The above-named party, [                           ], appeals  Judge [                   ]’s 
decision,  issued

on [              ],  to the Workers’ Compensation Court of Appeals.

2. The following issues are raised in this Notice of Appeal:

3. The  specific  findings  and  orders  appealed  are  (if  any  grounds  cannot  be

explained  by reference to the  specific  findings,  a written explanation is attached):

Dated:
________________________________
[                                    ] Signature
Attorney for [                                           ]
Phone number:
Email address:
Mailing address:

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 Minn. Stat. § 609.52, subd. 3 (2022).

Private  or  confidential  data  you  supply  on  this  form,  and  in  communications  or  proceedings  that  occur 
because you file this form, will be used to process and resolve your workers’ compensation dispute. The 
data  will be used by the Office of Administrative Hearings staff who have authorized access to the data,
and may be used for state investigations and statistics. You may refuse to supply the data, but if you refuse

OAH Case No. [           ]
Workers’ Compensation Judge:  
[                                                ]

WID: 
DOI:



 

 

your claim may be delayed or denied, or the form may be returned to you. The data will be made part of 
the office’s file for your claim and may be supplied to: anyone who has access to the file or the data by 
authorization or court order; the employer and insurer for your claim; the Department of Labor and Industry; 
the Workers’ Compensation Court of Appeals; the Departments of Revenue and Health; and the workers’ 
compensation reinsurance association.



 

 

INSTRUCTIONS 
 

1. Within 30 days after the judge’s decision is served, this Notice of Appeal must be 
filed with the Office of Administrative Hearings via eFiling or by mail to PO Box 
64620, Saint Paul, Minnesota, 55164-0620. eFiling instructions are available at 
https://mn.gov/oah/forms-and-filing/efiling/wc-efiling.jsp.  

 
2. Within 30 days after the judge’s decision is served, this Notice of Appeal must be 

served on all adverse parties and the Commissioner of the Department of Labor 
and Industry.  
 

3. The filer must pay a $25 filing fee with this Notice of Appeal, in the form of a check 
payable to Office of Administrative Hearings. If this Notice of Appeal is eFiled, the 
filing fee check should be mailed separately to PO Box 64620, Saint Paul, 
Minnesota, 55164-0620. The Office of Administrative Hearings must receive the 
filing fee within 10 days after the end of the appeal period. 


