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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

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”
Helpful Hints:

x

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

x

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

x

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

x

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

x

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

PANEL ACKNOWLEDGEMENT FORM (PA ONLY)
NOTICE TO ALL EMPLOYEES TRAINING CONFIRMATION
PLEASE READ CAREFULLY
The information below describes your duties if you are injured at work.

IN CASE OF WORK-RELATED INJURY OR DISEASE
1.
2.
3.
4.
5.
6.
7.

8.

9.
10.

The employee has the duty to obtain treatment for work-related injuries and illnesses from one or more of the designated
health care providers for ninety (90) days from the date of the first visit to a designated provider.
The employee has the right to have all reasonable medical/surgical services and supplies, orthopedic appliances, and
prostheses including required training in their use, related to the injury, paid for by the employer.
The employee has the right, during the ninety (90) day period to switch from one health care provider on the list to another
provider on the list, and that all of the treatment shall be paid for by the employer.
The employee has the right to seek treatment from a referral provider if the employee is referred to him by a designated
provider and the employer shall pay for the treatment rendered by the referral provider.
The employee has the right to seek emergency medical treatment from any provider but that subsequent, non-emergency
treatment shall be by a designated provider for the remainder of the ninety (90) day period.
The employee has the right to seek treatment or medical consultation from a non-designated provider during the ninety (90)
day period, but that these services shall be at the employee’s expense for the applicable ninety (90) day period.
Should invasive surgery for an employee be prescribed by a physician or other health care provider so designated by the
employer, the employee shall be permitted to receive an additional opinion from any health care provider of the employee’s
own choice. If the additional opinion differs from the opinion provided by the physician or health care provider so
designated by the employer, the employee shall determine which course of treatment to be followed provided that the second
opinion provides a specific and detailed course of treatment. If the employee chooses to follow the procedures designated in
the second opinion, such procedures shall be performed by one of the physicians or other health care provides so designated
by the employer for a period of ninety (90) days from the date of the visit to the physician or other health care provider of the
employee’s own choice.
The employee has the right to seek treatment from any health care provider after the ninety (90) day period has ended, and
that treatment shall be paid for by the employer if it is reasonable and necessary. After ninety (90) days from the date of the
first treatment, the employee shall have the duty to notify the employer of treatment by a non-designated provider within five
(5) days of the first visit to the provider. The employer shall not be required to pay for treatment or services rendered by a
non-designated provider prior to receiving this notification, if such services are determined, through utilization review, to
have been unreasonable or unnecessary.
Written notice to an employee of the employer’s/employee’s rights and duties will be provided at time of training/hire and
immediately after the injury or as soon thereafter as possible under the circumstances of the injury.
An employee may not refuse to sign an acknowledgement in order to avoid any duties specified in this notice.

I acknowledge that my employer has developed a list of at least six (6) panel providers. I understand that following a work-related
injury or illness, I am required to visit one of the physicians or health care providers designated by my employer for the initial 90 days
of treatment (Day 1 begins on the day of my first medical appointment). I understand that if I do not comply with this requirement,
my employer will not be required to pay for any medical services I receive during this period. I also understand that after 90 days, I
can treat with any other physician or provider of my choosing, provided I notify my employer within five (5) days of my first visit. If
I fail to do so, my employer may be relieved from paying for these services if they are deemed to be unreasonable or unnecessary. My
employer has informed me in writing of my rights and duties pertaining to the Pennsylvania Workers’ Compensation Act. My
signature below acknowledges that I have been so informed and that I understand my rights and duties.

Employee’s Signature: ______________________________________________
Witness’s Signature: ________________________________________________

Date: ______________________________

REQUIREMENTS FOR EMPLOYER'S LIST OF
HEALTH CARE PROVIDERS
1.

There must be at least 6 health care providers on the
list, but there may be more than 6 listed.

2.

At least 3 of the health care providers on the list must
be physicians.

3.

No more than 4 of the health care providers on the list
may be coordinated care organizations (CCOs).

4.

The names, addresses, phone numbers and areas of
medical specialities of all health care providers must
be included on the list.

5.

The health care providers on the list must be
geographically accessible and must have specialities
that are appropriate based on the anticipated
work-related medical problems of the employees.

6.

Your employer must specify on the list if any of the
health care providers on the list are employed, owned
or controlled by your employer or its workers'
compensation insurance company.

NOTE:

Your employer's list of health care providers must meet all of the
above requirements. If the list does not meet all of these requirements,
you do not have to choose a provider from the list. Instead, you have the
right to seek medical treatment with any health care provider of your
choice.

BUREAU OF WORKERS' COMPENSATION
HELPLINE INFORMATION CENTER
1-800-482-2383 (long-distance calls inside PAl
(717) 772-4447 (local and calls outside PAl

UF-1841B4/97E

Optum
PO Box 152539
Tampa, FL 33684-2539

MAKING IT EASY...

TO GET WORKERS’ COMPENSATION PRESCRIPTIONS FILLED.
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.

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.

Questions? Need Help?

1-866-599-5426

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.
Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is
the date of injury and SSN combined as follows: YYMMDD123456789.

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM
AmTrust North America
CARRIER/TPA

EMPLOYER

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk
1-800-964-2531
NDC

Envoy

INJURED WORKER NAME

RxBIN

004261

Please provide directly to Pharmacist

RxPCN
GROUP

CAL
or
FF
________

SOCIAL SECURITY NUMBER

DATE OF INJURY (YYMMDD)

or

002538
Envoy Acct. #

Notice to Cardholder: Present this card to the pharmacy to receive medication for
your work-related injury. To locate a pharmacy: tmesys.com.

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

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

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 Compensation 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.”

IMP14-1614-109-FFWG

Optum
PO Box 152539
Tampa, FL 33684-2539

HACEMOS MÁS SENCILLO...

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

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.

¿Tiene alguna pregunta?
¿Necesita ayuda?

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.

1-866-599-5426

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.
Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is
the date of injury and SSN combined as follows: YYMMDD123456789.

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM
Amtrust North America
PORTADORA

EMPLEADOR

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk
1-800-964-2531
NDC

Envoy

NOMBRE DEL TRABAJADOR LESIONADO

RxBIN

004261

Please provide directly to Pharmacist

RxPCN
GROUP

CAL
or
FF
________

NUMERO DE SEGURO SOCIAL

FECHA DE ALA LESION (AAMMDD)

or

002538
Envoy Acct. #

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.

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

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

IMP14-1614-109-FFWG

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!

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

REMEMBER: IT IS IMPORTANT TO TELL YOUR
EMPLOYER ABOUT YOUR INJURY

The name, address and telephone number of your employer’s workers’ compensation insurance company, third-party
administrator (TPA), or person handling workers’ compensation claims for your company, are shown below.
Employer Name:

Date Posted:

IF INSURED:
(Complete all applicable spaces)

IF SOMEONE OTHER THAN INSURER IS
HANDLING CLAIMS:
(Complete all applicable spaces)

Name of Insurance Company:

Name of TPA (Claims administrator):

Address: PO BOX 94405, CLEVELAND, OH 44101

Address:

Telephone Number: 888-239-3909

Telephone Number:

Insurer Code:

IF SELF-INSURED
(Complete all applicable spaces)

IF SOMEONE OTHER THAN SELF-INSURER IS
HANDLING CLAIMS:
(Complete all applicable spaces)

Name of person handling claims at
the self-insured:

Name of TPA (Claims administrator):

Address:

Address:

Telephone Number:

Telephone Number:

Insurer Code:

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of
the Pennsylvania Workers’ Compensation Act, 77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa.
C.S.A. §4117 (relating to insurance fraud).
Employer Information
Services
717.772.3702

LIBC-500 REV 09-22

Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Email
ra-li-bwc-helpline@pa.gov

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

*500*

INFORMATION NECESSARY TO FILL OUT POSTING NOTICE- FORM LIBC-500
IF INSURED Section
NAME OF INSURANCE COMPANY: (pick one)
Technology Insurance Company, Inc. (TWC)
Wesco Insurance Company, Inc. (WWC)
First Nonprofit Insurance Company, Inc. (FWC)
Security National Insurance Company, Inc. (SWC)
AmTrust Insurance Company Inc. (KWC) Milford
Casualty Insurance Company, Inc. (MWC) Sequoia
Insurance Company, Inc. (QWC)
ARI Insurance Company, Inc. (PWC)

TPAADDRESS:
AmTrust North America
P.O. Box 94405
Cleveland, Ohio 44101-6935

TELEPHONE NUMBER:
888-239-3909

INSURER CODE: (pick one)
Technology Insurance Company, Inc. (TWC)

2316

Wesco Insurance Company, Inc. (WWC)

2368

First Nonprofit Insurance Company, Inc. (FWC)

2289

Security National Insurance Company, Inc. (SWC)

2412

AmTrust Insurance Company Inc. (KWC) Milford

2413

Casualty Insurance Company, Inc. (MWC) Sequoia

2425

Insurance Company, Inc. (QWC)

2599

ARI Insurance Company. Inc. (PWC)

2104

Pennsylvania Workers’ Compensation Information
To all employees:
The workers’ compensation law in Pennsylvania provides wage loss and medical
benefits to employees who cannot work, or who need medical care, because of a workrelated injury.
Benefits are required to be paid by your employer when self-insured, or through
insurance provided by your employer. Your employer is required to post the name of the
company responsible for paying workers compensation benefits at its primary place of
business and at its sites of employment in a prominent and easily accessible place,
including, without limitation, areas used for treatment of injured employees or for the
administration of first aid.
You should report immediately any injury or work-related illness to your employer.
Your benefits could be delayed or denied if you do not notify your employer
immediately.
If your claim is denied by your employer, you have the right to request a hearing before
a workers’ compensation judge.
The Bureau of Workers’ Compensation cannot provide legal advice. However, you may
contact the Bureau of Workers’ Compensation for additional general information at:
Bureau of Workers’ Compensation
1171 South Cameron Street, Room 103
Harrisburg, PA 17104-2501
Telephone number within Pennsylvania: 800-482-2383
Telephone number outside of this Commonwealth: 717-772-4447
TTY- 800-362-4228 (for hearing and speech impaired only)
www.state.pa.us, PA Keyword: workers comp.

I, __________________________________________________________________ ,
employee of ________________________________________________ (employer),
certify that I received, read, and understood the information provided above on my date
of hire ______________ (date).
If applicable:
I, __________________________________________________________________ ,
employee of ________________________________________________ (employer),
certify that I received, read, and understood the above information on ___________ (the
date of work-related injury or disease).

New 8/07

SUPPLEMENTAL AGREEMENT FOR
COMPENSATION FOR DISABILITY OR
PERMANENT INJURY

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

DATE OF INJURY

EMPLOYEE SOCIAL SECURITY NUMBER OR WC ID NUMBER

-

-

MM

EMPLOYEE

WCAIS CLAIM NUMBER

DD

YYYY

EMPLOYER

First name

Name

Last name

Address

Date of birth

Address

Address

City/Town

Address

County

City/Town

State

ZIP

County

State

Telephone

ZIP

FEIN

INSURER or THIRD PARTY ADMINISTRATOR (if self-insured)

Telephone

Name

INJURY INFORMATION

Address

Part of body injured

Address

Nature of injury

City/Town

State

ZIP

County
Telephone
Accident/injury description narrative

FEIN

Contact
NAIC code

or Insurer code

Insurer/TPA claim #
Check if occupational disease
NOTICE: Agreement should be clearly completed, (preferably typed) and uploaded in accordance with the provisions of the EDI Implementation
Guide. A copy must be sent to the employee. Weekly wages must be completed in accordance with the Pennsylvania Workers’ Compensation Act.
Whereas, the undersigned employer and employee hereby agree that the status of the employee’s disability changed on

MM

DD

as follows:
YYYY

Suspended, returned to work, no loss of wages

Termination

Modification

Recurred

Specific loss

Said employer shall pay employee compensation at the rate of $

-

per week beginning on
MM

DD

YYYY

Compensation is payable for
weeks
days; or, if the future period of disability is uncertain, then to continue at said-rate until
further changed by supplemental agreement, final receipt, or order of a Workers’ Compensation Judge, or the Workers’ Compensation Appeal
Board.

LIBC-337 REV 05-22 (Page 1)

The employee’s new partial compensation is based on the employee’s present weekly earnings and is calculated as follows:
Calculation:

Average weekly wage at time of injury

Minus:

Present weekly earnings
Subtotal

x 2/3 =

New partial compensation rate (subject to the maximum benefit)

Further matters agreed upon (list any previously unreported periods of compensation and/or actions in chronological order, as well as additional
information):

We, the undersigned, agree upon the matters represented herein by the above named employee and the above named employer.
Date of agreement

-

Employee’s signature

MM

Claims Representative’s signature

DD

YYYY

Claims Representative’s name (typed/printed)
Telephone

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the Pennsylvania
Workers’ Compensation Act, 77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating to insurance
fraud).
Employer Information
Services
717.772.3702

LIBC-337 REV 05-22 (Page 2)

Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

Email
ra-li-bwc-helpline@pa.gov

*337*

AGREEMENT FOR
COMPENSATION FOR DEATH

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

DATE OF INJURY

DECEASED’S SOCIAL SECURITY NUMBER OR WC ID NUMBER

-

-

MM

DECEASED EMPLOYEE

EMPLOYER

First name

Name

Last name

Address

-

Date of birth
MM

-

Date of death
MM

City/Town

YYYY

Telephone

YYYY

DEPENDENT/GUARDIAN/PERSONAL REPRESENTATIVE

Name

Last name

Address

Address

Address

Address

City/Town

City/Town

State

County

Telephone

Part of body injured
Nature of injury

State

ZIP

ZIP

FEIN

INSURER or THIRD PARTY ADMINISTRATOR (if self-insured)

First name

INJURY INFORMATION

YYYY

County

DD

DD

Address

DD

WCAIS CLAIM NUMBER

State

ZIP

County
Telephone

FEIN

Contact
NAIC code

or Insurer code

Insurer/TPA claim #

Accident/injury description narrative

Check if occupational disease
NOTICE: Agreement should be clearly completed, (preferably typed) and uploaded in accordance with the provisions of EDI Implementation Guide.
A copy must be sent to the dependent/guardian/personal representative. Wage information must be completed in accordance with Section 309 of
the Pennsylvania Workers’ Compensation Act, and sent to the Dependent/Guardian/Personal Representative.
We, the following persons, dependents of the aforementioned deceased employee, and the undersigned employer, agree upon the following matters
which determine dependents’ rights to compensation and its amount and duration.

NAME

LIBC-338 REV 05-22 (Page 1)

RESIDENCE

DATE OF BIRTH
MM-DD-YYYY

RELATIONSHIP

-

Compensation was paid beginning
MM

prior to death

-

-

and ending

DD

YYYY

MM

DD

for the employee’s disability
YYYY

The compensation payable under the agreed facts, based on the average weekly wage of $
WEEKLY RATE

FROM
MM-DD-YYYY

THROUGH

MM-DD-YYYY

#WEEKS/#DAYS

, is as follows:

REASON FOR CHANGE

AMOUNT

$

$

$

$

$

$

$

$

$

$

$

$

$

$

Amount expended for medical $

Amount expended for burial $

Further matters agreed upon:

Dependent/Guardian/Personal Representative’s signature

Employer Representative signature

Claim Representative name (printed or typed)

Claim Representative signature

Claim Representative telephone number

Date of agreement

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the Pennsylvania
Workers’ Compensation Act, 77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating to insurance fraud).
Employer Information
Services
717.772.3702

Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program
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Email
ra-li-bwc-helpline@pa.gov

*338*

SUPPLEMENTAL AGREEMENT FOR
COMPENSATION FOR DEATH

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

DATE OF INJURY

DECEASED’S SOCIAL SECURITY NUMBER OR WC ID NUMBER

-

-

MM

DECEASED EMPLOYEE

Name

Last name

Address

MM

DD

-

Date of death

DD

-

YYYY

EMPLOYER

First name

Date of birth

-

WCAIS CLAIM NUMBER

MM

Address
YYYY

City/Town

DD

State

ZIP

County

YYYY

Telephone

DEPENDENT/GUARDIAN/PERSONAL REPRESENTATIVE

FEIN

INSURER or THIRD PARTY ADMINISTRATOR (if self-insured)

First name

Name

Last name

Address

Address

Address

Address
City/Town

State

County

Telephone

City/Town

ZIP

State

ZIP

County
Telephone

INJURY INFORMATION

FEIN

Contact

Part of body injured

NAIC code

Nature of injury

Insurer/TPA claim #

or Insurer code

Accident/injury description narrative

Check if occupational disease
NOTICE: Agreement should be clearly completed, (preferably typed) and uploaded in accordance with the provisions of EDI Implementation Guide.
A copy must be sent to the employee. Wage information must be completed in accordance with Section 309 of the Pennsylvania Workers’
Compensation Act, and sent to the Dependent/Guardian/Personal Representative.
We, the following persons, dependents of the aforementioned deceased employee, and the undersigned employer, are parties to a compensation
agreement or award which is changed because on

-

MM

-

DD

YYYY

the dependent,
Died

Remarried
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A posthumous child was born

Other

It is now agreed that compensation shall be payable as follows:
WEEKLY RATE

FROM

MM-DD-YYYY

THROUGH

#WEEKS/#DAYS

MM-DD-YYYY

REASON FOR CHANGE

AMOUNT

$

$

$

$

$

$

$

$

$

$

$

$

$

$

The above compensation shall be payable from

MM

DD

YYYY

to

-

-

MM

DD

YYYY

.

Further matters agreed upon:

Date of this agreement

MM

Dependent/Guardian/Personal Representative’s signature

DD

YYYY

Claims Representative’s name (typed/printed)

Claims Representative’s signature

Telephone

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the Pennsylvania Workers’ Compensation Act,
77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating to insurance fraud).

Employer Information
Services
717.772.3702
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Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Email
ra-li-bwc-helpline@pa.gov

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

*339*

CLAIM PETITION FOR
WORKERS’ COMPENSATION

DEPARTMENT OF LABOR & INDUSTRY
WORKERS’ COMPENSATION OFFICE OF ADJUDICATION

DATE OF INJURY

EMPLOYEE SOCIAL SECURITY NUMBER OR WC ID NUMBER

-

-

-

-

MM

EMPLOYEE

DD

EMPLOYER

First name

Name

Last name

Address

Date of birth

Address

If deceased - Dependent/Guardian/Personal Representative

YYYY

City/Town

First name

WCAIS CLAIM NUMBER

State

ZIP

County

Last name

Telephone

Address

FEIN

VS. INSURER or THIRD PARTY ADMINISTRATOR (if self-insured)

Address

Name

City/Town

State

County

Telephone

ZIP

Address
Address
City/Town

State

ZIP

County
Telephone

FEIN

NAIC code

or Insurer code

Insurer/TPA claim #

1.

Complete description of injury or illness including all parts of body affected. (If you are seeking additional compensation from the
Subsequent Injury Fund for total disability as a result of a previous permanent loss, or loss of use of one hand, one arm, one foot, one leg or one eye, and a subsequent
injury causing loss, or loss of use of, another hand, arm, foot, leg or eye, you must also submit from LIBC-375).

2.

If occupational disease, give the last date of employment

MM

2a.

DD

YYYY

-

-

MM

with this employer.

DD

YYYY

and/or last date of exposure

Cancer as a firefighter under Act 46 of 2011.

-

-

3.

Give date of injury or onset of disease

4.

How did the injury or disease happen?

5.

Did injury or disease occur on employer’s premises?

6.

Notice of your injury or disease was served on your employer on

7.

What was your job title at the time of injury or disease?

8.

Were you working for more than one employer at the time of your injury?

LIBC-362 REV 08-20 (Page 1)

MM

DD

.

YYYY

Yes

No Where?

(Be specific)

MM

DD

Yes

YYYY

No

in the following manner:

If yes, list additional employers:

9.

Did this problem cause you to stop working?

Yes

No If yes, give date

10.

Are you back to work with the same employer?

11.

Are you back to work with another employer?

12.

What were your wages at the time of injury? $

13.

If you have returned to work since your injury or illness, are you earning

Yes

No If yes,

Yes

DD

Regular job

.

YYYY

Other job/give title

No If yes, give name and address of new employer:

.

Hour

Day
More

.

than you were at the time of injury? Current earnings $
14.

MM

Hour

Week
Same

Less

Day

Week

I am seeking payment for (check all that apply):

-

Partial disability from

-

MM

-

Full disability from
MM

MM

YYYY

DD

-

thru

DD

-

thru
YYYY

-

MM

(date disability ends)

DD

DD

or

ongoing.

YYYY
(date disability ends)

or

ongoing.

YYYY

Medical bills
Counsel fees to be paid by the employer.
Loss or loss of use of arm, hand, finger, leg, foot or toe.
Disfigurement (scars) of head, face or neck.
Loss of sight.
Loss of hearing.
Other
15.

Is there other pending litigation in this case?

Yes

No If yes, explain below:

PLEASE ENTER MY APPEARANCE FOR PETITIONER:
Attorney’s name

Date of petition

-

PA Attorney ID number
MM

Firm name

DD

YYYY

Address
Address
City/Town

State

ZIP

Telephone

Attorney’s signature
Notice: This petition must be filled out as fully as possible. If not filing electronically, the original must be sent to the Workers’ Compensation Office of Adjudication,
1010 N. Seventh St, Suite 202, Harrisburg, PA, 17102-1400. You must send a copy to all other parties, and on the attorneys of all other parties, if the attorneys are
known. A Proof of Service must be attached. A Proof of Service is a signed statement signed by you verifying that you have sent a copy of the petition to all parties and
their attorneys, if known. Questions regarding the completion of this form may be directed to the Bureau of Workers’ Compensation Claims Information Services.
Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the Pennsylvania Workers’ Compensation Act,
77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating to insurance fraud).

Employer Information
Services
717.772.3702
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Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

Email
ra-li-bwc-helpline@pa.gov

*362*

PETITION TO/FOR:
(Check any that apply)

DEPARTMENT OF LABOR & INDUSTRY
WORKERS’ COMPENSATION 2)),&(OF ADJUDICATION

DATE OF INJURY

EMPLOYEE SOCIAL SECURITY NUMBER OR WC ID NUMBER

-

-

MM

WCAIS CLAIM NUMBER

DD

YYYY

Modify compensation benefits

Seek approval of a compromise and release agreement

Penalties (For violation of the act, rules and regulations)
Reinstate compensation benefits
Review compensation benefits

Set aside final receipt

(Reduce/increase amount of workers’ compensation)

(Ask judge to approve settlement)

(Ask judge to set aside agreement to stop compensation)

Suspend compensation benefits
Terminate compensation: Based upon physician’s affidavit,
a special supersedeas hearing to be scheduled
Terminate compensation benefits

(Ask Judge to Review Agreement/Notice for mistakes)

Review compensation benefits offset
Review medical treatment and/or billing
This petition is filed on behalf of:

(Employee fully recovered without any disability)

Employee

Employer/Insurer

EMPLOYEE

Healthcare Provider/Professional

EMPLOYER

First name

Name

Last name

Address

Date of birth
If deceased - Dependent/Guardian/Personal Representative
First name

Address

Last name

City/Town

State

County
Telephone

Address

ZIP

FEIN

VS. INSURER, FUND or THIRD PARTY ADMINISTRATOR (if self-insured)

Address
City/Town

State

County

Telephone

ZIP

INJURY INFORMATION
Provide the following information if Employer has accepted
liability for this injury:
Part of body injured
Nature of injury

Name
Address
Address
City/Town

State

ZIP

County
Telephone

FEIN

NAIC code

or Insurer code

Insurer/TPA claim #
Accident/injury description narrative

Check if occupational disease

“FUND” SHALL MEAN THE UNINSURED EMPLOYERS
GUARANTY FUND, SUBSEQUENT INJURY FUND,
SELF-INSURANCE GUARANTY FUND OR
PRE-SELF-INSURANCE GUARANTY FUND.

TO YOUR HONORABLE JUDGE:
The above petitioner requests the workers’ compensation judge to order the above action as of
for the following reason(s).
1.
2.
3.
4.
5.
6.
7.
8.
9.

Full recovery
Specific job offered
Work generally available
Able to return to unrestricted work
Has returned to work
Reasonable treatment refused
Resolution to specific loss
Incorrect description of injury
Incorrect average weekly wage
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10.
11.
12.
13.
14.
15.
16.
17.

MM

DD

YYYY

Medical bills unpaid
Medical bills not related
Worsening of condition
Injury causing decreased earning power
Section 314 order violated
Voluntary withdrawal from workforce
Violation of the act, rules and regulations
Subrogation, credit or offset for
UC
Social Security
Third party recovery
S&A
Pension

18.

Other

Compensation benefits
Have not been paid
Being paid
Have been paid based on a:
Notice of compensation
payable dated

MM

DD

Agreement dated

DD

DD

DD

Court order dated

-

YYYY

-

MM

YYYY

YYYY

-

MM

-

MM

DD

Board order dated
YYYY

-

-

MM

-

MM

-

YYYY

-

Supplemental agreement
dated

Judge’s order dated

-

DD

YYYY

This is an Act 46 (firefighter cancer) claim
Is supersedeas being requested pursuant to Section 413(A.2)?
If yes, list reasons:

Yes

No

.

Average weekly wage $

.

Applicable weekly total disability rate $

-

Date of most recent payment
MM

DD

.

Amount $
YYYY

PLEASE ENTER MY APPEARANCE FOR PETITIONER:

COUNSEL FOR RESPONDENT (if known):

Attorney’s name
PA attorney ID number
Firm name
Address
Address
City/Town
Telephone

Attorney’s name
PA attorney ID number
Firm name
Address
Address
City/Town
Telephone

State

ZIP

State

ZIP

Date of petition

Petitioner or Representative’s signature

MM

DD

YYYY

Petitioner or Representative’s name (typed/printed)
Notice: This petition must be filled out as fully as possible. If not filing electronically, the original must be sent to the Workers’ Compensation Office of Adjudication,
1010 N. Seventh St, Suite 202, Harrisburg, PA, 17102-1400. You must send a copy to all other parties, and to the attorneys of all other parties, if the attorneys are known.
A proof-of-service must be attached. A proof-of-service is a signed statement signed by you verifying that you have sent a copy of the petition to all parties and their attorneys, if known. Questions regarding the completion of this form may be directed to Bureau of Workers’ Compensation Claims Information Services.
Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the Pennsylvania Workers’ Compensation Act, 77 P.S.
§1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating to insurance fraud).

Employer Information
Services
717.772.3702
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Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

Email
ra-li-bwc-helpline@pa.gov

*378*

THIRD PARTY
SETTLEMENT AGREEMENT

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

DATE OF INJURY

EMPLOYEE SOCIAL SECURITY NUMBER OR WC ID NUMBER

-

-

MM

WCAIS CLAIM NUMBER

DD

YYYY

EMPLOYER

EMPLOYEE
First name

Name

Last name

Address

Date of birth
If deceased - Dependent/Guardian/Personal Representative
First name

Address

Last name

County

Address

Telephone

City/Town

State

ZIP

FEIN

INSURER or THIRD PARTY ADMINISTRATOR (if self-insured)

Address
City/Town

State

County

Telephone

ZIP

Name
Address
Address
City/Town

NOTICE: Agreement should be clearly completed (preferably
typed) and uploaded in accordance with the
provisions of the EDI Implementation Guide. A copy
must be sent to the employee.

Telephone
Contact

or Insurer code

INSURER’S ATTORNEY

Firm name

Name

Address

Firm name

Address

Address
State

ZIP

Address

Telephone

City/Town

PA Attorney ID number

Telephone
PA Attorney ID number
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FEIN

Insurer/TPA claim #

Name

City/Town

ZIP

County

NAIC code
EMPLOYEE’S ATTORNEY

State

State

ZIP

CALCULATION INSTRUCTIONS
#1 -#2 --

Enter the total amount of money received by the employee from the third-party litigation.
Enter the total amount of indemnity and medical benefits paid by the employer to the
employee at the time of third-party recovery.
Enter attorney fees and other expenses paid by the employee to obtain recovery in the
third-party action.
Perform the calculations in the right column and enter the results into the center column.

#3 -#4 to #8 --

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.
BASIC RECOVERY INFORMATION — Complete this section for all third-party settlements.
1.

Total amount of third-party recovery

1.

2.

Accrued workers’ compensation lien

2.

a.

indemnity benefits

b.

medical benefits

3.

Expenses of recovery

3.

4.

Balance of recovery

4.

= #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] calculated).
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 liability

8.

%

= #3 (divided by) #1 x 100

9.

The employer/insurer is responsible for
percent (#8) of any future weekly benefits 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 percent of any compensation liability.

Further Matters Agreed Upon:

Date of this agreement

MM

DD

YYYY

Employer/Insurer Representative’s signature

Employee’s signature

Telephone

Employee’s Attorney signature

Employer/Insurer Representative’s Attorney’s signature

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the Pennsylvania Workers’
Compensation Act, 77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating to insurance fraud).
Employer Information
Services
717.772.3702
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Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

Email
ra-li-bwc-helpline@pa.gov

*380*

FINAL STATEMENT OF ACCOUNT OF
COMPENSATION PAID

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

DATE OF INJURY

EMPLOYEE SOCIAL SECURITY NUMBER OR WC ID NUMBER

-

-

MM

EMPLOYEE

WCAIS CLAIM NUMBER

DD

YYYY

EMPLOYER

First name

Name

Last name

Address

Date of birth

Address

Address

City/Town

Address

County

City/Town

State

ZIP

State

Telephone

ZIP

FEIN

INSURER or THIRD PARTY ADMINISTRATOR (if self-insured)

County

Name

Telephone

Address
Address
City/Town

State

ZIP

County

NOTICE: A Final Statement of Account shall be filed after
the final payment of compensation.

Telephone

FEIN

Contact
NAIC code

or Insurer code

Insurer/TPA claim #

This is to certify that the above named employer or insurer has paid compensation under the Pennsylvania Workers’ Compensation Act in the above case as
follows:
Rate
$

$

$

From Date

MM

-

YYYY

MM

YYYY

MM

-

YYYY

MM

YYYY

DD

-

DD

YYYY

DD

*Additional payment periods or remarks should be indicated on the reverse side of this form.
Medical Payments

$

Indemnity Payments

$

Other Payments

$

TOTAL COMPENSATION PAID

$
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#Wks

DD

-

DD

MM

-

DD

MM

To Date

YYYY

#Days

Total
$

Remarks/Additional Information:

Employer/Insurer Representative signature
Date

Employer/Insurer Representative (typed/printed)

MM

DD

YYYY

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the Pennsylvania
Workers’ Compensation Act, 77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating to insurance
fraud).

Employer Information
Services
717.772.3702

Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program
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Email
ra-li-bwc-helpline@pa.gov

*392A*

STATEMENT OF WAGES
(FOR INJURIES OCCURRING
ON OR BEFORE JUNE 23, 1996)

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

DATE OF INJURY

EMPLOYEE SOCIAL SECURITY NUMBER OR WC ID NUMBER

-

-

MM

EMPLOYEE

DD

YYYY

EMPLOYER

First name

Name

Last name

Address

Date of birth

Address

Address

City/Town

Address

County

City/Town

WCAIS CLAIM NUMBER

-

State

ZIP

State

Telephone

County

ZIP

FEIN

CONCURRENT EMPLOYMENT ONLY

Telephone

Check if

INSURER or THIRD PARTY ADMINISTRATOR (if self-insured)

Primary employer OR
Concurrent employer

First name
Last name
Address
Address
City/Town

State

Telephone

FEIN

ZIP

Contact
NAIC code

or Insurer code

Insurer/TPA Claim #

INSTRUCTIONS
The Statement of Wages must be clearly completed in accordance with the Pennsylvania Workers’ Compensation Act and uploaded in
accordance with the provisions of the EDI Implementation Guide when submitting certain EDI transactions. A copy must be sent to the
injured employee.
The “average weekly wage” is used to determine the amount of weekly compensation wage-loss benefits payable under the Pennsylvania
Workers’ Compensation Act. A chart is available from the Bureau of Workers’ Compensation to aid in determining the weekly compensation
rate, online at www.dli.pa.gov

CONCURRENT EMPLOYMENT
If the employee had more than one employer at the time of injury, a separate Statement of Wages form must be completed for each employer.
Submit these forms together. Using #7 on the Primary Employer’s form only (employer with whom the injury occurred), show the addition of the
average weekly wages from all employers, show the combined average weekly wage to the right of the equal sign and show the appropriate
workers’ compensation rate. Check the Primary employer box and the Concurrent employer box for all other employers.

LIBC-494A REV 05-22 (Page 1)

Computation: Compute the appropriate items below for the employee. The highest result of the computations is used to
determine the average weekly wage to establish the basis for workers’ compensation payments.
1.

If wages fixed by:
(a) Week .................................................................................................................................................................................... $
(b) Month $
X 12 ÷ 52 = .........................................................................................$
(c)
Year $
÷ 52 = ....................................................................................................$

2.

If wages fixed by day, hour, or output, including overtime and bonus, then complete the following for
each of the four 13-week periods prior to the date of injury:

FROM

*

THROUGH

BOARDING*
LODGING*

WAGES

GRATUITIES**

TOTAL

1st Period

$

$

$

$

2nd Period

$

$

$

$

3rd Period

$

$

$

$

4th Period

$

$

$

$

DAYS
WORKED

Include at actual value of board and/or lodging
Include if employee receives at least one-third of wages in tips or gratuities

**

(a)
(b)

Using the highest 13-week period from above:
$
divided by 13-weeks.................................................................................................................................. = $
0
Last two completed by 13-week periods
$
total wages divided by
total days employee worked multiplied by 5............................................. = $

3.

If employed less than one 13-week period:
$
total wages divided by
total days employee worked times
total days worked by other
employees in a similar occupation for the quarter immediately preceding the injury divided by 13 ......................................... = $

4.

If occupation is exclusively seasonal:
$
total wages from all occupations during 12 calendar months preceding injury divided by 50 .......................... = $

For the following two methods, use calendar quarters (i.e. January through March, April through June, July through
September, October through December):
0
0
5. $
total wages earned with the same employer during the two complete calendar quarters divided
by the
number of days worked for the employer during that period multiplied by 5 ...................................................... = $
6.

$
wages under Section 309(f) are computed using the calendar quarters as defined above. The
highest calendar quarter wages received in the first four of the last five completed calendar quarters immediately
preceding the date of injury is $
divided by 13 ....................................................................................................... = $

7.

BASED ON ABOVE INFORMATION, THE HIGHEST AVERAGE WEEKLY WAGE FOR INJURED EMPLOYEE IS..................................... = $
PER WEEK

COMPENSATION PAYABLE: $

Employer/Defendant Representative’s signature

Employer/Defendant Representative’s name (typed/printed)

Telephone
Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the Pennsylvania
Workers’ Compensation Act, 77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating to insurance
fraud).
Employer Information
Services
717.772.3702
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Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

Email
ra-li-bwc-helpline@pa.gov

*494A*

STATEMENT OF WAGES
(FOR INJURIES OCCURRING
ON OR AFTER JUNE 24, 1996)

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

DATE OF INJURY

EMPLOYEE SOCIAL SECURITY NUMBER OR WC ID NUMBER

-

-

MM

EMPLOYEE

Name

Last name

Address

Date of birth

Address

Address

City/Town

Address

County

County

DD

YYYY

EMPLOYER

First name

City/Town

WCAIS CLAIM NUMBER

State

ZIP

State

Telephone

Telephone

ZIP

FEIN

CONCURRENT EMPLOYMENT ONLY

INSURER or THIRD PARTY ADMINISTRATOR (if self-insured)

Check if

Primary employer OR
Concurrent employer

Name
Address
Address
City/Town

State

ZIP

County
Telephone

FEIN

Contact
NAIC code

or Insurer code

Insurer/TPA claim #

INSTRUCTIONS
The Statement of Wages must be clearly completed in accordance with the Pennsylvania Workers’ Compensation Act and uploaded in
accordance with the provisions of the EDI Implementation Guide when submitting certain EDI transactions. A copy must be sent to the
injured employee.
The “average weekly wage” is used to determine the amount of weekly compensation wage-loss benefits payable under the Pennsylvania
Workers’ Compensation Act. A chart is available from the Bureau of Workers’ Compensation to aid in determining the weekly compensation
rate, online at www.dli.pa.gov

CONCURRENT EMPLOYMENT
If the employee had more than one employer at the time of injury, a separate Statement of Wages form must be completed for each
employer. Submit these forms together. Using #8 on the Primary Employer’s form only (employer with whom the injury occurred): show the
addition of the average weekly wages from all employers, show the combined average weekly wage to the right of the equal sign and show
the appropriate workers’ compensation rate. Check the Primary employer box for the Primary employer and the Concurrent employer box
for all other employers.
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Computation: Compute the appropriate items below for the employee to determine the average weekly wage.
Weekly
Federal
Reported
Gratuities

Weekly
Board/
Lodging

Wage
1. If wages are fixed by the week:

+

2. If wages are fixed by the month:

Annual
Bonus,
Incentive or
Vacation

Average
Weekly Wage

+

+

=$

x 12 ÷ 52 +

+

+

=$

÷ 52 +

+

+

=$

3. If wages are fixed by the year:

4. If paid in another manner, then complete the following for each of the last four consecutive periods of 13 calendar
weeks preceding the injury.

From

Through

Federal
Reported
Gratuities

Board/
Lodging

Wages

Period
Weekly Wage

1st Period

+

+

÷ 13

=$

2nd Period

+

+

÷ 13

=$

3rd Period

+

+

÷ 13

=$

4th Period

+

+

÷ 13

=$

(Sum of three highest periods)
Annual bonus, incentive and vacation $
Sum of the highest three period weekly averages = $

÷ 52 = $

=$

(Weekly bonus, etc)
÷3+$

Average Weekly Wage

(Weekly bonus, etc)

=$

5. If the employee has not been employed by the employer for at least three consecutive periods of 13 calendar
weeks in the 52 weeks preceding the injury, use #4 above and put in the wages for any completed periods(s) of
13 weeks immediately preceding the injury and average the total amounts ..................................................................

=$

6. If the employee worked less than a complete period of 13 calendar weeks and does not have fixed weekly wages:
hourly wage rate $
x the number of hours the employee was expected to work per week under the terms of
employment
=$
+ weekly board/lodging of $
+ weekly federal reported
gratuities $
+ (annual bonus, incentive or vacation pay ÷ 52) $
................................................

=$

7. For seasonal occupations, the average weekly wage is one-fiftieth of the total wages earned from all occupations
during the 12 months immediately preceding the injury. Twelve months prior earnings $
÷ 50 =
$
+ weekly board/lodging $
+ weekly federal reported gratuities $

=$

8. If the calculation in #7, or any other calculation above, does not fairly ascertain the earnings of the employee,
the period of calculation is extended to give a fair calculation of their average weekly wage. Show this
calculation here OR use the space below to show calculations for concurrent employment.
=$
COMPENSATION PAYABLE PER WEEK: = $

Employer/Defendant Representative’s signature

Employer/Defendant Representative’s name (typed/printed)

Telephone
Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the Pennsylvania Workers’
Compensation Act, 77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating to insurance fraud).

Employer Information
Services
717.772.3702
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Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Email
ra-li-bwc-helpline@pa.gov

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

*494C*

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

REMEMBER: IT IS IMPORTANT TO TELL YOUR
EMPLOYER ABOUT YOUR INJURY

The name, address and telephone number of your employer’s workers’ compensation insurance company, third-party
administrator (TPA), or person handling workers’ compensation claims for your company, are shown below.
Employer Name:

Date Posted:

IF INSURED:
(Complete all applicable spaces)

IF SOMEONE OTHER THAN INSURER IS
HANDLING CLAIMS:
(Complete all applicable spaces)

Name of Insurance Company:

Name of TPA (Claims administrator):

Address: PO BOX 94405, CLEVELAND, OH 44101

Address:

Telephone Number: 888-239-3909

Telephone Number:

Insurer Code:

IF SELF-INSURED
(Complete all applicable spaces)

IF SOMEONE OTHER THAN SELF-INSURER IS
HANDLING CLAIMS:
(Complete all applicable spaces)

Name of person handling claims at
the self-insured:

Name of TPA (Claims administrator):

Address:

Address:

Telephone Number:

Telephone Number:

Insurer Code:

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of
the Pennsylvania Workers’ Compensation Act, 77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa.
C.S.A. §4117 (relating to insurance fraud).
Employer Information
Services
717.772.3702
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Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Email
ra-li-bwc-helpline@pa.gov

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

*500*

EXECUTIVE OFFICER’S
DECLARATION

BUREAU OF WORKERS’ COMPENSATION

INSTRUCTIONS: Each executive officer having an ownership interest in a corporation seeking exemption must complete an original
declaration for submission with the Corporation’s Application for Executive Officer Exception. The total ownership interest of all
declarations combined must equal 100 percent.
I, the below named Executive Officer, do hereby knowingly and voluntarily elect not to be an employee of the below named corporation for
purposes of the Pennsylvania Workers’ Compensation Act, and waive any and all benefits and rights which I might be entitled under the
Pennsylvania Workers’ Compensation Act (77 P.S. §1, et seq.).
I do hereby state and affirm that I am an executive officer who: (check only one box)
Has an ownership interest in a Subchapter S corporation as defined by the Federal Tax Reform Code of 1971.
Has at least 5 percent ownership interest in a Subchapter C corporation as defined by the Federal Tax Reform Code of 1971.
Serves voluntarily and without remuneration in a nonprofit corporation.
I, the undersigned, verify that the facts set forth in this Executive Officer’s Declaration are true and correct to the best of my knowledge,
information and belief. This verification is made subject to the penalties of 18 Pa.C.S. §4904, relating to unsworn falsification to authorities.
Date

-

Executive Officer’s signature

MM

DD

YYYY

Corporation’s full legal name
Title of executive officer
First name

Date of Birth

MM

Middle name

DD

YYYY

Social Security Number

-

Last name
Suffix (ex: Jr.)

-

Percentage of ownership

-

Telephone
-

-

ADDRESS (Business or residence address acceptable)
City

State

ZIP
-

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of
the Pennsylvania Workers’ Compensation Act, 77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa.
C.S.A. §4117 (relating to insurance fraud).
Employer Information
Services
717.772.3702
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Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Email
ra-li-bwc-helpline@pa.gov

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

*513*

NOTIFICATION OF SUSPENSION OR
MODIFICATION PURSUANT
TO §§ 413 (c) & (d)

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

DATE OF NOTIFICATION

-

DATE OF INJURY

-

MM

-

DD

YYYY

MM

WCAIS CLAIM NUMBER

DD

YYYY

EMPLOYEE SOCIAL SECURITY NUMBER OR WC ID NUMBER

-

-

EMPLOYEE

EMPLOYER

First name

Name

Last name

Address

Date of birth

Address

Address

City/Town

Address

County

City/Town

State

ZIP

Telephone

ZIP

FEIN

INSURER or THIRD PARTY ADMINISTRATOR (if self-insured)

County

Name

Telephone

Address

INSTRUCTIONS

Address

This form must be completed, mailed to the employee, and uploaded
to WCAIS or mailed to the Bureau of Workers’ Compensation within
seven days of the suspension or modification of benefits under the
provisions of the Workers’ Compensation Act. You must submit an
EDI transaction to match the LIBC-751 to update the status of the claim
in WCAIS.

City/Town

You are notified that because you returned to work on
Suspended effective

MM

time-of-injury earnings of $
Modified to the rate of $
your time-of-injury earnings.

-

-

DD

YYYY

MM

-

DD

State

ZIP

County

Bureau of Workers’ Compensation, 1171 S. Cameron Street, Harrisburg,
PA 17104-2501.

OR

State

Telephone

FEIN

NAIC code

or Insurer code

Insurer/TPA claim #

-

YYYY

, your weekly disability benefits for this injury have been:

because you have returned to work at earnings equal to or greater than your

.
per week, effective

-

-

because you returned to work at earnings less than

I confirm I have served a copy of this form to the Bureau of Workers’ Compensation.
I confirm I have served a copy of this form to the employee.

Claims representative’s signature
Claims representative’s name (typed/printed)
Phone number

INSURER’S VERIFICATION
I verify that this information is true and correct based upon my
knowledge, information and belief. I understand false statements are
subject to the penalties of 18 Pa. C.S. Section 4904 relating to unsworn
falsifications to authorities. 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.

NOTE TO EMPLOYEE: If you do not agree with this action and wish to challenge it,
please read the instructions under EMPLOYEE CHALLENGE on the back of this form.
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Weekly wages must be computed in accordance with the Pennsylvania Workers’ Compensation Act.
CALCULATION for partial compensation rate (to be completed for modification). The employee’s new partial compensation rate is based on
the claimant’s present weekly earnings and is calculated as follows:
Calculation:

Average weekly wage at time of injury

minus:

Present weekly earnings
Subtotal

x 2/3 =

New partial compensation rate
(Subject to the maximum benefit)

EMPLOYEE CHALLENGE:
If you do not agree with this action, you must challenge it within (20) days of the date you receive this notice. You may challenge it online at
www.WCAIS.pa.gov. Select the “File a WCOA Petition” Quick Link, “Associate” the claim number, and select “Employee Challenge Petition
(LIBC-751).” Alternatively, you may challenge it by checking the box below, signing this form and mailing it to the Pennsylvania Department of
Labor & Industry, Workers’ Compensation Office of Adjudication (WCOA), 1010 N 7th Street, Suite 202, Harrisburg, PA 17102-1400.
If you do not challenge this action within (20) days of the date you receive this notice, you will be deemed to have admitted that you agree with the
action taken on this form. In that case, this notice will have the same binding effect as a fully executed Supplemental Agreement for the suspension
or modification of benefits.
I do not agree with the action taken by my employer. I request a special supersedeas hearing (a hearing on whether my workers’ compensation
benefits can be reduced or stopped) before a Workers’ Compensation Judge. A hearing is requested to be conducted in accordance with
Sections 413 (c) & (d) of the Pennsylvania Workers’ Compensation Act.
(if the employee has legal counsel, complete below.)
Attorney’s name

Employee’s signature

PA attorney ID#

Address

Name of firm

Address

Address

City/Town

Address

County

City/Town

State

ZIP

Telephone

State

ZIP

Telephone
(Employee to complete if different from information provided by employer)

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of
the Pennsylvania Workers’ Compensation Act, 77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa.
C.S.A. §4117 (relating to insurance fraud).

Employer Information
Services
717.772.3702

Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Email
ra-li-bwc-helpline@pa.gov

*751*
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Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

COMPROMISE AND RELEASE
AGREEMENT BY STIPULATION
PURSUANT TO SECTION 449 OF THE
WORKERS’ COMPENSATION ACT

DEPARTMENT OF LABOR & INDUSTRY
WORKERS’ COMPENSATION OFFICE OF ADJUDICATION

DATE OF INJURY

EMPLOYEE SOCIAL SECURITY NUMBER OR WC ID NUMBER

XXX

-

XX

-

-

-

MM

EMPLOYEE

DD

YYYY

EMPLOYER

First name

Name

Last name

Address

Date of birth

Address

Address

City/Town

Address

County

City/Town

WCAIS CLAIM NUMBER

State

State

Telephone

ZIP

County

ZIP

FEIN

INSURER, FUND or THIRD PARTY ADMINISTRATOR (if self-insured)

Telephone

Name
Address

NOTICE: SUBMIT TO THE ASSIGNED WORKERS’
COMPENSATION JUDGE.

Address

TO THE EXTENT THIS AGREEMENT REFERENCES AN INJURY
FOR WHICH LIABILITY HAS NOT BEEN RECOGNIZED BY
AGREEMENT OR BY ADJUDICATION, THE TERM “INJURY”
AS USED IN THIS AGREEMENT SHALL MEAN “ALLEGED
INJURY.”
“FUND” SHALL MEAN THE UNINSURED EMPLOYERS
GUARANTY FUND (UEGF), SUBSEQUENT INJURY FUND (SIF),
SELF-INSURANCE GUARANTY FUND (SIGF) OR THE
PREFUND ACCOUNT OF THE SELF-INSURANCE GUARANTY
FUND.

City/Town

State

ZIP

County
Telephone

FEIN

NAIC code

or Insurer code

Insurer/TPA claim #

This is an agreement in the case of the above listed employee and the above listed employer, insurer, Fund or third
party administrator in regards to an injury or occupational disease under the Workers’ Compensation Act only.

1.

-

State the date of injury or occupational disease.
MM

DD

YYYY

2.

State the average weekly wage of the employee, as calculated under Section 309. $

3.

State the weekly compensation rate paid or payable. $

4.

State the precise nature of the injury and whether the disability is total or partial.

5.

State the amount of benefits paid or due and unpaid to the employee or dependent up to the date of this agreement or
death. Wage Loss: $

LIBC-755 REV 01-22 (Page 1)

.

Specific Loss: $

.

.

/wk

/wk

.

Medical: $

.

6.

Is this Compromise and Release Agreement a resolution of wage loss benefits for the injury referenced in paragraphs 1 and 4?
Yes
No

7.

Is this Compromise and Release Agreement a resolution of medical benefits for the injury referenced in paragraphs 1 and 4?
Yes
No

8.

Is this Compromise and Release Agreement a resolution of specific loss benefits for the injury referenced in paragraphs 1 and 4?
Yes
No

9.

Does this claim arise out of the death of an employee?
Yes
If yes, complete and attach a Death Claim Supplement.

No

10.

Summarize all wage loss, specific loss and medical benefits to be paid in conjunction with this Compromise and
Release Agreement:

11.

Yes
No
Is there an actual or potential lien for subrogation under Section 319?
If yes, state (if known) the total amount of compensation, including medicals, paid or payable, which would be allowed to the
employer or insurer.

12.

Are there any current child or spousal support orders in place against the employee?

Yes

No

Verification pursuant to Special Rules of Administrative Practice and Procedure before Workers’ Compensation
Judges, Rule 131.111(c), must be submitted into evidence as required by Act 109 of 2006 and in the manner
prescribed by the adjudicating Workers’ Compensation Judge.
If yes, provide details:

13.

List all benefits received by, or available to the employee: e.g., Social Security (disability or retirement), private health
insurance, Medicare, Medicaid, etc.
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14.

This Compromise and Release Agreement addresses the interests of Medicare in accordance with the Medicare Secondary
Payer Statute (42 U.S.C. Section 1395(y)):
(a) Manner in which Medicare’s interests have been addressed:

(b) Amount allocated: $

.

.

(c) Manner in which conditional payments have been addressed:

15.

Check as appropriate:
A vocational evaluation of the employee was completed in conjunction with this Compromise and Release Agreement on
by
A copy of this report must be attached.

.
-OR-

A vocational evaluation of the employee has been waived by mutual agreement of the parties.
16.

State the issues involved in this claim and the reasons why the parties are entering into this agreement.

17.

A copy of the fee agreement between employee and counsel must be attached.
State the amount of the fee: $
.
.

18.

Litigation costs in the total amount of $

19.

State additional terms and provisions, if any:

.

shall be the responsibility of

.

REMINDER TO PARTIES: Upon approval of the agreement, please promptly withdraw all appeals which are also
resolved by this agreement.
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EMPLOYEE’S CERTIFICATION
1.

I certify that I have read this entire agreement, or to the best of my knowledge, information and belief (if applicable) this
agreement has been read to me, and I understand all the contents of this agreement as well as the full legal significance and
consequences of entering into this agreement to compromise and release my workers’ compensation benefits under the
Pennsylvania Workers’ Compensation Act only.

2.

I understand that, if this agreement is approved, I will receive only the benefits mentioned in this agreement, unless the
agreement provides specifically for additional amounts. I understand that my employer, its insurance company or its
administrator will never have to pay any other workers’ compensation benefits under the Pennsylvania Workers’ Compensation
Act for the injury.

3.

Except for the amounts of benefits listed in this agreement, I have been offered nothing of value to convince me to sign this agreement.

4.

I have been represented by an attorney of my own choosing during this case. My attorney has explained to me the content of
this agreement and its effects upon my rights to workers’ compensation benefits under the Pennsylvania Workers’
Compensation Act.
(Employee’s initials)
-ORI have not been represented by an attorney of my own choosing. However, I have been told that I have the right to be
represented by an attorney of my own choosing in this proceeding. I have made my own decision not to have an attorney
represent me.
(Employee’s Initials)

5.

Unless specifically stated in this agreement, I understand that this agreement is a compromise and release of a workers’
compensation claim under the Pennsylvania Workers’ Compensation Act only, and is not considered an admission of liability by
employer and/or insurer and/or administrator and/or Fund.
DO NOT SIGN THIS DOCUMENT UNLESS YOU UNDERSTAND THE FULL LEGAL SIGNIFICANCE OF THIS AGREEMENT

All parties have read this agreement and agree to its contents. We understand that under this agreement, all petitions are
resolved unless specifically agreed to herein. A list of any petitions or issues that remain open after approval of the Compromise
and Release Agreement must be provided in this agreement.
Employee’s signature
DATE

MM

DD

Employee’s counsel signature
YYYY

Fund/Employer/Insurer/Third Party Administrator’s signature

Fund/Employer/Insurer/Third Party Administrator counsel’s signature
Fund/Employer/Insurer/Third Party Administrator counsel’s signature

THE COMPROMISE AND RELEASE AGREEMENT IS NOT VALID AND BINDING UNLESS APPROVED BY A WORKERS’
COMPENSATION JUDGE WHOSE ROLE IS TO DETERMINE THAT THE EMPLOYEE UNDERSTANDS THE FULL LEGAL
SIGNIFICANCE OF THIS AGREEMENT.

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the Pennsylvania Workers’ Compensation Act,
77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating to insurance fraud).

Employer Information
Services
717.772.3702

Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program
LIBC-755 REV 01-22 (Page 4)

Email
ra-li-bwc-helpline@pa.gov

*755*

NOTICE OF WORKERS’
COMPENSATION BENEFIT
OFFSET

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

DATE OF INJURY

EMPLOYEE SOCIAL SECURITY NUMBER OR WC ID NUMBER
X X X - X X -

MM

EMPLOYEE

WCAIS CLAIM NUMBER

DD

YYYY

EMPLOYER

First name

Name

Last name

Address

Date of birth

Address

Address

City/Town

Address

County

City/Town

State

ZIP

County

State

Telephone

FEIN

INSURER or THIRD PARTY ADMINISTRATOR

Telephone

ZIP

(if self-insured)

Name
Address
Address
City/Town

DATE OF NOTICE
MM

State

ZIP

County

DD

YYYY

Telephone

FEIN

NAIC code

or Insurer code

Insurer/TPA claim #

ATTORNEY FOR EMPLOYEE (if known)

ATTORNEY FOR INSURER/EMPLOYER

Name

Name

Firm name

Firm name

Address

Address

Address

Address

City/Town
Telephone

State

ZIP

PA Attorney ID number

City/Town
Telephone

(if known)

State

ZIP

PA Attorney ID number

Name
Signature
Address
Address
City/Town

State

Telephone

FEIN

ZIP

A COPY OF THIS FORM AND ATTACHMENTS ARE TO BE PROVIDED TO THE EMPLOYEE AND THE EMPLOYEE’S ATTORNEY (IF KNOWN).
(OVER)
LIBC-761 REV 06-22 (Page 1)

You are hereby notified that the workers’ compensation insurance carrier/employer (specified previously) is taking a credit that will offset your
workers’ compensation wage-loss benefits as authorized by Section 204 of the Pennsylvania Workers’ Compensation Act.
If you pay federal, state, or local taxes on an offset amount, provide a written statement to your employer/insurer showing the amount of the taxes
you paid on the offset to receive reimbursement for these taxes. You may file for this reimbursement after the end of the calendar tax year.
Your offset is for the following:
Old Age Social Security benefits which you began to receive following an injury which occurred on or after June 24, 1996.
(This offset is for one-half or 50% of this Social Security benefit.)
Unemployment compensation benefits. If you are eventually found to be ineligible for the unemployment compensation payment, you must
notify the above insurer/employer which shall reinstate the offset workers’ compensation benefits.
Pension benefits to the extent funded by the employer directly liable for the payment of your workers’ compensation benefits due to an injury
occurring on or after June 24, 1996. This employer can also take credit for investment income which is attributable to this contribution.
Severance benefits paid by the employer directly liable for compensation and received subsequent to a work-related injury occurring on or after
June 24, 1996.
Your current workers’ compensation wage-loss benefit is $
Weekly

paid:

Bi-weekly

Other (specify):

The offset credit of $

will be deducted from this amount beginning on:

receiving $

An ending date of

,

workers’ compensation benefit payments.

MM

DD

YYYY

MM

DD

YYYY

, resulting in your

has been established for this offset or a portion of it to recoup prior offsetable benefits

you received. After that date you will continue to receive reduced workers’ compensation benefits in the amount of $

per

payment based on your continuing receipt of offsettable benefits.
An ending date cannot yet be established for this offset due to the continuing nature of your benefits which are
applicable to an offset.
You will receive an additional notice if a change occurs in this offset. This form is to provide you with at least twenty (20)
calendar day’s notice of this offset prior to a change in your workers’ compensation benefits. The offset was calculated as follows and additional
calculations may be attached:

Attached are the following documents supporting the basis for this offset:

You may challenge this offset by filing a Petition to Review Compensation Benefit Offset with the Pennsylvania Department of Labor & Industry,
Workers’ Compensation Office of Adjudication. Petitions can be obtained by calling the Bureau at 1-800-482-2383.

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the Pennsylvania Workers’ Compensation Act,
77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating to insurance fraud).

Employer Information
Services
717.772.3702

LIBC-761 REV 06-22 (Page 2)

Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

Email
ra-li-bwc-helpline@pa.gov

*761*

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

NOTICE OF SUSPENSION FOR FAILURE TO
RETURN FORM LIBC-760

(EMPLOYEE VERIFICATION OF EMPLOYMENT, SELF-EMPLOYMENT OR CHANGE IN PHYSICAL CONDITION)
EMPLOYEE SOCIAL SECURITY NUMBER OR WC ID NUMBER

-

DATE OF INJURY

-

MM

WCAIS CLAIM NUMBER

DD

YYYY

EMPLOYER

EMPLOYEE
First name

Name

Last name

Address

Date of birth

Address

Address

City/Town

Address

County

City/Town

State

ZIP

County

Telephone

State

ZIP

FEIN

INSURER or THIRD PARTY ADMINISTRATOR (if self-insured)

Telephone

Name
Address
Address
City/Town

DATE OF THIS NOTICE:

MM

DD

State

ZIP

County
YYYY

Telephone
NAIC code

FEIN
or Insurer code

Insurer/TPA claim #
ATTORNEY FOR INSURER/EMPLOYER (if known)

ATTORNEY FOR EMPLOYEE (if known)
Name

Name

Firm name

Firm name

Address

Address

Address

Address

City/Town
Telephone

State

ZIP

PA Attorney ID number

City/Town
Telephone

State

ZIP

PA Attorney ID number

Name
Signature
Address
Address
City/Town

State

Telephone

FEIN

ZIP

A COPY OF THIS FORM AND ATTACHMENTS ARE TO BE PROVIDED TO THE EMPLOYEE AND THE EMPLOYEE’S ATTORNEY (IF KNOWN).
(OVER)
LIBC-762 REV 06-22 (Page 1 of 2)

You are hereby notified that your workers’ compensation benefits have been suspended as of

MM

DD

YYYY

due to your failure to return the Employee Verification of Employment, Self-Employment or Change in Physical Condition form (LIBC-760) which was
mailed to you on

MM

DD

YYYY

This form was due for return to the sender within 30 calendar days of its receipt. Your failure to return the completed form within this time period
entitles your insurer/employer to suspend your workers’ compensation benefits under Section 311.1(g) of the Pennsylvania Workers’ Compensation
Act.
Your workers’ compensation benefits will immediately begin again upon your insurer/employer’s receipt of the verification form, but you will not
receive reinstated benefits for the period of this suspension. In addition, failure to comply with the provisions of Section 311.1(d) may subject you
to prosecution under the provisions of Article XI of the Pennsylvania Workers’ Compensation
Act relating to fraud.
If you did return the completed LIBC-760 within the prescribed time period, contact the forms sender (insurer/employer) immediately to clarify this
matter.
Attached is another copy of the Employee Verification form to assure that you have the opportunity to complete and return it promptly to stop this
suspension action.
You may challenge the suspension on legal grounds by filing a Petition for Reinstatement with the Pennsylvania Bureau of Workers’ Compensation at
the address listed on the front. Petitions can be obtained by calling the Bureau at 1-800-482-2383.

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the
Pennsylvania Workers’ Compensation Act, 77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating
to insurance fraud).
Employer Information
Services
717.772.3702

Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Email
ra-li-bwc-helpline@pa.gov
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Auxiliary aids and services are available upon request to individuals with disabilities.
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NOTICE OF REINSTATEMENT OF
WORKERS’ COMPENSATION
BENEFITS

DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS’ COMPENSATION

MM

EMPLOYEE

WCAIS CLAIM NUMBER

DATE OF INJURY

EMPLOYEE SOCIAL SECURITY NUMBER OR WC ID NUMBER
X X X - X X -

DD

YYYY

EMPLOYER

First name

Name

Last name

Address

Date of birth

Address

Address

City/Town

Address

County

City/Town

State

ZIP

County

Telephone

State

ZIP

FEIN

INSURER or THIRD PARTY ADMINISTRATOR (if self-insured)

Telephone

Name
Address
Address
City/Town

DATE OF NOTICE
MM

-

State

ZIP

County

DD

YYYY

Telephone
NAIC code

FEIN
or Insurer code

Insurer/TPA claim #

ATTORNEY FOR EMPLOYEE (if known)

ATTORNEY FOR INSURER/EMPLOYER (if known)

Name

Name

Firm name

Firm name

Address

Address

Address

Address

City/Town
Telephone

State

ZIP

PA Attorney ID number

City/Town
Telephone

State

ZIP

PA Attorney ID number

Name
Signature
Address
Address
City/Town

State

Telephone

FEIN

ZIP

A COPY OF THIS FORM AND ATTACHMENTS ARE TO BE PROVIDED TO THE EMPLOYEE AND THE EMPLOYEE’S ATTORNEY (IF KNOWN).
(OVER)
LIBC-763 REV 06-22 (Page 1)

You are hereby notified that your workers’ compensation benefits are reinstated as of

-

-

-

-

, the date your
MM
DD
YYYY
Employee Verification of Employment, Self-Employment or Change in Physical Condition (LIBC-760) was received, which
indicated NO changes of employment, self-employment or change in physical condition.
- OR-

You are hereby notified that your workers’ compensation benefits are resumed as of

, the date your
MM
DD
YYYY
completed LIBC-760 form was received. A benefit offset will occur as indicated on the attached Notice of Workers’ Compensation
Benefit Offset (LIBC-761).

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of the Pennsylvania Workers’ Compensation Act,
77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa. C.S.A. §4117 (relating to insurance fraud).

Employer Information
Services
717.772.3702

LIBC-763 REV 06-22 (Page 2)

Claims Information Services
toll-free inside PA: 800.482.2383
local & outside PA: 717.772.4447

Hearing Impaired
PA Relay 7-1-1

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

Email
ra-li-bwc-helpline@pa.gov

*763*

DEPARTMENT OF LABOR & INDUSTRY
WORKERS’ COMPENSATION APPEAL BOARD

RULES FOR APPEALING A WORKERS’
COMPENSATION JUDGE’S DECISION TO THE
WORKERS’ COMPENSATION APPEAL BOARD

Workers’ Compensation Act Section 423 provides a period of 20 days from the circulation date of the decision by
the Workers’ Compensation Judge (“Judge”) to appeal that decision to the Worker’s Compensation Appeal Board
(“Board”). This 20-day period is computed from but does not include the circulation date set forth on the Judge’s
decision.
This appeal will be considered filed on time if it is mailed and postmarked (USPS) to the Board, or filed on-line via
the Workers’ Compensation Automation and Integration System (WCAIS), no later than the twentieth day after
circulation of the Judge’s decision. For example, if a Judge’s decision is circulated on May 1, the appeal must be
mailed and postmarked to the Board, or filed via WCAIS, by May 21.
Any other party may file a cross-appeal within 14 days of when this appeal was filed.
The party filing this appeal (Petitioner) must set forth specifically and fully the errors in the Judge’s decision.
In compliance with 34 Pa. Code § 111.17, all appeals will be scheduled for oral argument (in-person or virtual) unless
all parties to the appeal indicate that no oral argument is requested or that it is waived.

Department of Labor and Industry | Workers’ Compensation Appeal Board
1171 S. Cameron Street Rm 120B | Harrisburg, PA 17104
Phone: 717-738-7838 | Fax: 717-772-0343 | Hearing Impaired: PA Relay 7-1-1
Email: ra-li-wcab@pa.gov | www.dli.pa.gov

LICB-25/26 08-22

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

APPEAL FROM JUDGE’S FINDINGS OF FACT
AND/OR CONCLUSIONS OF LAW

DEPARTMENT OF LABOR & INDUSTRY
WORKERS’ COMPENSATION APPEAL BOARD

Petition Type:
CLAIMANT

Circulation Date:
ADDRESS

Dispute Number:
CITY

STATE

ZIP CODE

Date of Injury:
EMAIL ADDRESS

TELEPHONE NUMBER
VS

CITY

DEFENDANT

INSURANCE CARRIER

ADDRESS

ADDRESS

STATE

EMAIL ADDRESS

ZIP CODE

CITY

STATE

ZIP CODE

TELEPHONE NUMBER

If an attorney representing Petitioner, please enter my appearance for Petitioner:

FILED ON BEHALF OF WHICH PARTY

FILER’S ADDRESS

FILER NAME

CITY

FILER’S EMAIL ADDRESS

STATE

ZIP CODE

FILER’S TELEPHONE NUMBER

TO THE WORKERS’ COMPENSATION APPEAL BOARD, HARRISBURG, PENNSYLVANIA:
The Petitioner appeals from the decision of Judge
on the grounds that
the following findings of fact were not supported by sufficient, competent evidence, as specifically set forth below. (If
you need more space attach extra pages.)

Department of Labor and Industry | Workers’ Compensation Appeal Board
1171 S. Cameron Street Rm 120B | Harrisburg, PA 17104
Phone: 717-738-7838 | Fax: 717-772-0343 | Hearing Impaired: PA Relay 7-1-1
Email: ra-li-wcab@pa.gov | www.dli.pa.gov
LICB-25/26 08-22 (Page 1 of 2)

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

The Petitioner appeals from the decision of Judge
and alleges
the following errors of laws as to why the decision of the Judge does not conform to the provisions of the Workers’
Compensation Act or the Occupational Disease Act. (If you need more space attach extra pages.)

Please check the correct box or boxes:
Petitioner intends to submit a brief. When submitting the brief, Petitioner will specify its hearing preference: inperson, electronic (virtual), or waive hearing (no hearing).
OR
Petitioner will not be submitting a brief. Petitioner’s hearing preference is (choose one):
In-person hearing

Electronic (virtual) hearing

Waive hearing (no hearing)

YOU MUST ATTACH TO THIS DOCUMENT A COPY OF THE JUDGE’S DECISION WITH THE DECISION RENDERED COVER
LETTER.
PROOF OF SERVICE (MUST BE COMPLETED)
I hereby certify that I am this day serving a copy of this appeal and all attachments as required by 34 Pa. Code §
111.12 to the parties and Judge in the manner indicated below.

Date:

By:

Signature

Department of Labor and Industry | Workers’ Compensation Appeal Board
1171 S. Cameron Street Rm 120B | Harrisburg, PA 17104
Phone: 717-738-7838 | Fax: 717-772-0343 | Hearing Impaired: PA Relay 7-1-1
Email: ra-li-wcab@pa.gov | www.dli.pa.gov
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Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

