
WC CLAIM KIT - District of Columbia

Who will handle your claims?

The New Jersey Regional Claim Office will handle your District of Columbia claims:



305 Madison Ave.



P.O. Box 1960



Morristown, NJ 07962



Phone: (888) 890-1500  
How to Report Workers’ Compensation Claims?

To report via the Internet: Log on to the Crum&Forster website at http://agents.cfins.com. Use your CIA (Claims Information Access) User ID and Password. If you do not have a current User ID, please contact your local Crum&Forster Claims or Marketing resource.

To report via fax: 


1-877-622-6197 (for District of Columbia)  

To report claims via telephone: 1-800-690-5520 (for all states)  

* In the event of a serious or fatal injury, notify the local claim office immediately by telephone.

What forms and pamphlets does the employer need to be aware of?
District of Columbia Notice of Compliance

This notice is to be posted conspicuously in and about employer's place(s) of business. 
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Employer’s First Report of Injury

If you report the claim via the Internet or by telephone, you do not need to fill out this form. If you report the claim via fax, complete this form, and fax it to Crum&Forster at the fax number provided above.
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Employees Rights and Notice of Accidental Injury
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Statement of Wages:  

File this form with the carrier, claimant, and claimant’s representative when the claimant is losing time from work.  
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What is the Waiting Period For Lost Wages in the District of Columbia?

The waiting period is 3 days.  If the employee is off for more than 14 days, the first 3 days are paid retroactively.

What are the Choice of Physician Rules in the District of Columbia?

Provider Selection
The employee may select any licensed treating provider.

Managed Care Options
Employers and insurers are permitted to provide managed care type services including case management and utilization review.  The employee still maintains choice of provider.

Preferred Provider Organization Network (PPO): 

Provider Lists
Provider lists and directories may be utilized. There is no state-mandated posting.  

Crum & Forster has a PPO Network available.  Follow the instructions below to access our PPO Network:

· Logon to the website at http://www.talispoint.com/genex/external/
· Enter the Crum&Forster User ID and Password:


User ID:
 “CAF001”


Password:
 “CAF1”


· A “select option” page will be displayed where you may search for a provider by:  



* Address



* Name



* Region or 

* Quick Search

· Worksite posters may also be created from the “select option” page.

Note:  After accessing the First Health provider search screens, “First Health Contracted Providers” will be displayed on the right hand side of the screen as the network you are currently searching in. 

Important Websites:
District of Columbia Government Office of Workers' Compensation: http://does.dc.gov/does/cwp/view,a,1232,q,537428.asp
Multi-State Information: http://www.workerscompensation.com/
_1239002027.pdf


DISTRICT OF COLUMBIA GOVERNMENT�
OFFICE OF WORKER’S COMPENSATION�
P.O. BOX 56098�
WASHINGTON, D.C. 20011�


(202) 671-6265�


Warning:  It is a crime to provide false or�
misleading information to an insurer for�
the purpose of defrauding the insurer or�
any other person.  Penalties include�
imprisonment and/or fines.  In addition, an�
insurer may deny insurance benefits if�
false information materially related to a�
claim was provided by the applicant.�


_______________________________�
Date of This Report�


_______________________________�
Employee Social Security No.�


_______________________________�
Employer Identification No.�


_______________________________�
Insurer No.�


Date and Time of Injury:� ___________________________________________________________________________________�am/pm?  Day of Week?�


Normal starting time _______________________ am / pm?  If employee back to work, give date and time _____________________________ am / pm?�


At what wage?  _______________________ If fatal, give date of death (file supplement report).  _____________________________________________�


Date disability began?  ______________ am / pm?  Was injured paid in full for this day?  ________ .  Was injured given Form No. 7 DCWC?�
_________�


When did you or foreman first know of injury?  ___________________________________  Male ________  Female ________ Age _________�


Employee’s telephone No. ________________________________  Occupation when injured ____________________________ was this his/her regular�


occcupation? __________  (Department or Branch where regularly employed) ___________________________________________________________�


Was injured party hired in DC? ___________  How long employed by you? ___________ Piece or time worker?  __________ Hourly wage?  _________�


Hours worked / day ___________ Daily wages ______________  Days worked per week ____________  Average weekly earnings _________________�


If board and lodging were furnished or gratuities reported in addition to wages, give estimated value per day, week, or month:   _____________________�


Employer’s telephone No. _________________________________ Insurance Policy No. ______________________________�


Location of plant or place where accident occurred: _________________________________________________ on employer’s premises? __________�


Describe fully the events which resulted in injury or disease, what the employee was doing when injured and type of injury including parts of body�
affected: ___________________________________________________________________________________________________________________�


___________________________________________________________________________________________________________________________�


___________________________________________________________________________________________________________________________�


___________________________________________________________________________________________________________________________�


EMPLOYER’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE�


IMPORTANT:  Every employer shall file this report as soon as possible after knowledge of an occupational injury or disease to one of his�
employees, but no later than ten days thereafter.  Failure to file this form shall be subject to a civil penalty not to exceed $1000.�


Employee Name�
and Address:�


Employer Name�
and Address:�


Insurer Name�
and Address:�







Names of Witnesses: ________________________________________________________________________�


_________________________________________________________________________________________�


_________________________________________________________________________________________�


Nature and location of injury (Describe fully):  ___________________________________________________�


_________________________________________________________________________________________�


_________________________________________________________________________________________�


_________________________________________________________________________________________�


Attending Physician and Address (If Hospital involved - indicate): ___________________________________�


_________________________________________________________________________________________�


_________________________________________________________________________________________�


__________________________________________�
Name of Person Completing Form�


FORM NO. 8 DCWC�


__________________________________________�
Name (please print or type)�


Signature ________________________________________________�


Official position ___________________________________________�


  9-2491�





		Employ: 

		 social security No: 



		Employee soc: 

		 sec: 

		 no: 





		Employer ID No: 

		Insurer No: 

		Employee Name and Address: 

		Employer Name and Address: 

		Insurer Name and Addrerss: 

		Date and time of injury day of week: 

		normal starting time: 

		back to work date and time: 

		what wage: 

		date of death if fatal: 

		date of disability: 

		paid in full?: 

		given form 7?: 

		first know of injury: 

		male: 

		female: 

		Age: 

		Employees telephone #: 

		Occupation when injured: 

		Dept or branch where reg: 

		 employed: 



		yes / no: 

		No years: 

		hours worked: 

		$ amount: 

		# of days: 

		Employers tele: 

		 no: 



		Insur: 

		 policy #: 



		Location of occurence: 

		Description of injury or disease: 

		description of injury or event: 

		Witnesses names:  

		Names of witnesses: 

		names of witnesses: 

		nature and location of injury: 

		description of injury: 

		attending physician and add: 

		attending physician and address: 

		Name of person completing form: 

		name of injured party: 

		official position: 






_1239002070.pdf


Employee’s Rights and Obligations�
District of Columbia Workers Compensation Law�


·� You are required by law to promptly report your injury by filing DCWC Form 7, employee’s Notice of�
Accidental Injury or Occupational Disease, with your employer and the Office of Workers’ Compensa-�
tion within 30 days of the date of injury or the date you have knowledge that the injury is related to your�
job.�


·� In order to preserve your right to workers’ compensation benefits under the law, you must file a written�
claim on DCWC Form 7a, Employee’s Claim Application, within 1 year after your injury, or within 1�
year after the last payment of benefits.  Benefits include indemnity payments for lost wages, medical�
services and treatment, and vocational rehabilitation.�


·� Failure to properly file the Notice of Accidental Injury or Occupational Disease, DCWC Form 7 or the�
Employee’s Claim Application DCWC, Form 7a, may bar your right to future compensation.  Copies of�
these forms and other pertinent information are available on the Department of Employment Services,�
Office of Workers’ Compensation’s web site.  The web site address is listed below.�


·� You may not sue your employer as a result of a work-related injury or disease, the Workers’ Compensa-�
tion law is your exclusive remedy.�


·� You have the right to choose a treating physician.  Once you choose a treating physician you may not�
change physicians unless you get approval from your employer’s insurance company or the Office of�
Worker’s Compensation.  The medical treatment includes medical services, supplies, prosthetic devices,�
and prescriptions.  The medical services include treatment by a dentist, osteopath, podiatrist and chiro-�
practor.�


·� Compensation is not paid for the first 3 days of disability unless the disability exceeds 14 days. Com-�
pensation is paid at the rate of 66�2/3�% of your average weekly wage.  Unless your employer controverts�
your right to compensation within 14 days after he has knowledge of the injury, the 1st installment of�
compensation becomes�due� on the 14�th� day and must be paid within 14 days after it is due.�


·� You have the right to request an informal conference or a formal hearing on disputes arising on matters�
regarding your claim and you have the right to be represented by an attorney or other representative if�
you so desire.�


·� You may be entitled to vocational rehabilitation services if you are unable to return to the job you had�
prior to the injury.�


·� For injuries occurring on or after 4/16/99, temporary partial or permanent partial or permanent partial�
disability benefits will be limited to�500� weeks.  Within 60 days of the expiration date, the claimant may�
petition for an extension of benefits up to�167� weeks beyond the 500-week cap.�


·� Your employer is required to advise you of your rights and obligations under the Workers’ Compensa-�
tion law and if you need further information, you may call the Office of Workers’ Compensation on�
(202) 671-1000 or fax (202) 671-1929.  The web address is�http//does.dc.gov�



http://does.dc.gov




_1239002093.pdf


DISTRICT OF COLUMBIA GOVERNMENT�
OFFICE OF WORKER’S COMPENSATION�
P.O. BOX 56098�
WASHINGTON, D.C. 20011�


(202) 576-6265�


Warning:  It is a crime to provide false or�
misleading information to an insurer for�
the purpose of defrauding the insurer or�
any other person.  Penalties include�
imprisonment and/or fines.  In addition, an�
insurer may deny insurance benefits if�
false information materially related to a�
claim was provided by the applicant.�


_______________________________�
Date of This Report�


_______________________________�
Employee Social Security No.�


_______________________________�
Employer Identification No.�


_______________________________�
Insurer No.�


EMPLOYEE’S�
NOTICE OF ACCIDENTAL INJURY OR OCCUPATION DISEASE�


NOTICE TO EMPLOYEE�


YOU MUST FILE THIS REPORT WITHIN 30 DAYS AFTER YOU BECOME AWARE OF AN ACCIDENTAL INJURY�
OR OCCUPATIONAL DISEASE AND ITS RELATIONSHIP TO YOUR JOB.  PART 1 SHOULD BE MAILED TO THE�
D.C. GOVERNMENT, OFFICE OF WORKERS’ COMPENSATION AT THE ABOVE ADDRESS.  PART 2 SHOULD BE�
MAILED OR DELIVERED TO YOUR EMPLOYER, AND PART 3 RETAINED FOR YOUR RECORDS.  IN ORDER TO�
PRESERVE YOUR RIGHTS UNDER THE LAW, YOU MUST FILE A CLAIM FORM NO. 7a DCWC, A COPY OF�
WHICH CAN BE OBTAINED FROM YOUR EMPLOYER OR THE OFFICE OF WORKERS’ COMPENSATION.�


Date and Time of Injury:� ____________________________________________________________________�am/pm?�


Place where injury occurred:� ______________________________________________________________________�


Description of Injury:�___________________________________________________________________________�


_________________________________________________________________________________________�


THIS IS TO NOTIFY YOU� _______________________________________________________________________�


THAT I� ____________________________________________________________________________�while in your�
employ, sustained an injury   or contracted an occupational disease   as described above, caused by:�
_________________________________________________________________________________________�


Treating Physician’s Name and Address:�_______________________________________________________________�


_________________________________________________________________________________________�


Employee Name�
and Address:�


Employer Name�
and Address:�


Insurer Name�
and Address:�


(Employer)�


(Employee’s Signature)�
FORM NO. 7 DCWC�





		Date of this report: 

		Soc: 

		 security no: 



		Employ: 

		 ID No: 



		Insur #: 

		Employee name and add: 

		Employer name and add: 

		Insurer name and add: 

		Date and time of injury: 

		Place where injury occurred: 

		Description of injury: 

		notification: 

		That I: 

		continued: 

		Physician's name: 

		name and add: 






_1239001893.pdf


DISTRICT OF COLUMBIA GOVERNMENT
DEPARTMENT OF EMPLOYMENT SERVICES


OFFICE OF WORKERS’ COMPENSATION


PO BOX 56098 • WASHINGTON, DC 20011 • (202) 671-1000 • (202) 671-1929 (fax)


Warning: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other
person.  Penalities include imprisonment and/or fines.  In addition, an insurer may deny insurance benefits if false information
materially related to a claim was provided by the applicant.


NOTICE OF COMPLIANCE


TO EMPLOYEES


TO EMPLOYERS


1. You are required by law to report promptly to your employer and the Office of Workers’ Compensation an occupational injury or
disease, even if you deem it to be minor.  Form No. 7 DCWC, Notice of Accidental Injury or Occupational Disease, to be obtained
from the employer or the Office of Workers’ Compensation, must be used for that purpose.  After you have completed and signed it,
you should mail it to the Office of Workers’ Compensation at the above address, and to your employer.


2. You are entitled, if required, to the services of a physician or hospital of your choice and lost wages.  Call (202) 671-1000 for
information.


3. You may not sue your employer as a result of a work-connected injury or disease by reason of your exclusive remedy under the
Workers’ Compensation Law.


4. In order to preserve your right to benefits under the DC Workers’ Compensation Law, you must file a written claim on Form No. 7A
DCWC, Employee’s Claim Application, within one (1) year after your injury, or within (1) year after the last payment of benefits.


5. If you desire information regarding your rights and obligations prescribed by law, you may call your employer first.  If you need
further information you may call the Office of Workers’ Compensation at (202) 671-1000.


6. The law gives you the right to be represented if you so desire.


1. You are required to have Workers’ Compensation insurance coverage if you have 1 or more employees.


2. You are required to display this poster at each worksite so that it will be of the greatest possible benefit to your employees.


3. You must file an Employer’s First Report of Injury or Occupational Disease, Form No. 8 DCWC, with the Office of Workers’
Compensation, copy to the nearest claim office of your insurer, on all occupational injuries or disease, as soon as possible, but no later
than 10 days after the date of knowledge thereof.


4. Your employee must file Form No. 7 DCWC, Employee’s Notice of Accidental Injury or Occupational Disease.  Please provide your
employee with Form No. 7 DCWC and direct them to complete it and return it to you and the Office of Workers’ Compensation.  Once
you have received notice from the employee, you are required to send the employee a notice of his/her rights and obligations by
certified mail, return receipt requested.


5. You are required to report to the Office of Workers’ Compensation, and your insurer, and disability of more than 3 days which was
not previously reported, as soon as possible, but no later than 10 days after the date of knowledge thereof.


6. You are required to furnish, or cause to be furnished, reasonable medical and hospital services, other remedial care or vocational
rehabilitation, and various types of disability compensation, to an injured or disabled employee.


7. You are required to obtain from the insurer identified below a supply of all required Workers’ Compensation Forms, or you may
download the forms and notice mentioned above at our website http://does.dc.gov


NOTICE: Violation of the various provisions of the Workers’ Compensation law provides for civil penalties.


The undersigned employer hereby gives notice of compliance with all provisions of the Workers’ Compensation Law and Administrative Regulations


NAME OF INSURANCE COMPANY NAME OF EMPLOYER


BY ________________________________________


____________________________________________
Employer ID Number


(if number unknown, employer to request from IRS)


THIS NOTICE IS TO BE POSTED CONSPICUOUSLY IN AND ABOUT EMPLOYER’S PLACE(S) OF BUSINESS


FORM NO. 1 DCWC Revised June, 2002






_1237104338.xls
SCOTT

		TWENTY-SIX (26) WEEK WAGE STATEMENT

				CLAIM NUMBER						EMPLOYEE NAME						SOCIAL SECURITY NUMBER						DATE OF ACCIDENT

				EMPLOYER NAME    ADDRESS   &   TELEPHONE												DATE OF HIRE:

																ARE THE WAGES FOR A SIMILAR EMPLOYEE

																YES_______						NO________

				EMPLOYEE IS PAID						RATE OF PAY						SIMILAR EMPLOYEE NAME         & OCCUPATION

				WEEKLY       BI-WEEKLY          MONTHLY								PER HOUR

				ARE TIPS, BOARD & ROOM FURNISHED												SOCIAL SECURITY NUMBER FOR SIMILAR EMPLOYEE

				YES________		NO _________		IF SO, WHAT?		_____________________________

				HAS THE EMPLOYEE RETURNED TO WORK												CARRIER NAME ADDRESS

						YES________		NO _________

				NUMBER DAYS WORKED / WEEK

				CUSTOMARY WORK WEEK

																TELEPHONE						FAX

						PAYROLL  DATE RANGE				HOURS WK'D/ WK		OVER-TIME HRS		OVER-TIME WAGES		GROSS EARNINGS

				1

				2

				3

				4

				5

				6

				7

				8

				9

				10

				11

				12

				13

				14

				15

				16

				17

				18

				19

				20

				21

				22

				23

				24

				25

				26

								TOTAL HRS WKD		0.00		TOTAL  WAGES		0.00		0.00

				PREPARER'S NAME										DATE PREPARED

				I certify that the above is a true copy of payroll record of the injured's earnings as shown on Employeer's records.






