
WC CLAIM KIT - Delaware

Who will handle your claims?

The New Jersey Regional Claim Office will handle your Delaware 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 Delaware)  

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?

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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Employers are required by law to file a First Report of Occupational Injury or Disease within 10 days after knowledge of a work related injury to the Office of Workers' Compensation and their workers' compensation insurance carrier. A first report is required no matter how minor the injury. An employer may be fined $100 to $250 for failure to file a first report of injury. Note: the report is not an admission of liability and cannot be used as evidence in a contested claim. 
Employer’s Modified Duty Availability Report
Within fourteen (14) days of receiving notice of Injury, The employer shall provide this form to the injured worker’s health care provider/physician and the insurance carrier.  
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An employer may be fined $1000 to $5000 for failure to file the Employer’s Modified Duty Availability Report.
Statement of Wages
Average weekly wage is calculated by multiplying the employee’s hourly rate by the employers average work week.  This information can be provided on the Employer’s First Report of Injury.

What is the Waiting Period For Lost Wages in Delaware?

The waiting period is 3 days.  If the employee is off for more than 7 days, the first 3 days are paid retroactively.

What are the Choice of Physician Rules in Delaware?

Provider Selection
The employee chooses the treating provider without restriction.

Managed Care Options
Use of any managed care techniques must not interfere with the employees' rights regarding choice of physician.

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. 

Your employees have the right to treat with the medical provider of their choice. However, you do have the right to require that your employee be examined by a doctor of your choice to substantiate his/her claim.   

Effective 5-23-2008, Delaware now has a fee schedule for medical treatment.
Important Websites:

Delaware Department of Labor / Division of Industrial Affairs / Office of Workers' Compensation: http://www.delawareworks.com/industrialaffairs/services/workerscomp.shtml
Multi-State Information: http://www.workerscompensation.com/
_1237097017.doc
ALL COPIES OF FIRST REPORT MUST BE TYPED OR PRINTED


		



		Department of Labor


Office of Workers’ Compensation


P..O. Box 9954


Wilmington, DE  19809-9954


Telephone 302-761-8200

		STATE OF DELAWARE


FIRST REPORT


OF


OCCUPATIONAL INJURY


OR DISEASE

                                                               

		                                                                                  



		

		

		                      CASE OR FILE NO.                                



		

		

		EMPLOYER’S UC REPORTING NUMBER



		

		1..  EMPLOYEE:
FIRST
MIDDLE

LAST


                                                                                                                                                                                      

		2. EMPLOYEE SOCIAL SECURITY NO.


      -     -                                                                                    



		

		3. ADDRESS – INCLUDE COUNTY AND ZIP CODE


                                                                                                                                                              

		4.     


              MALE    FORMCHECKBOX 


        FEMALE    FORMCHECKBOX 


		5.  EMPLOYEE TELEPHONE NUMBER (INCLUDE AREA CODE)


      -     -                                                                                                   



		

		6. . DATE OF BIRTH


      -     -                                                    

		7.  AGE


     

		8. WAGE


     

		9. WEEKLY HOURS WORKED


     



		

		10. OCCUPATION  (REGULAR)


                                                                                     

		11. DEPARTMENT OF DIVISION REGULARLY EMPLOYED


     

		12. HOW LONG EMPLOYED


     



		

		13.. EMPLOYER


                                                                                                                                             

		14. PERSON MAKING OUT THIS REPORT


                                                                                                                                



		

		15. ADDRESS – INCLUDE COUNTY AND ZIP CODE


                                                                                                                                                                                                   

		16. EMPLOYER TELEPHONE NUMBER (INCLUDE AREA CODE)


     -     -     



		

		17. MAILING ADDRESS – IF DIFFERENT THAN ABOVE


                          



		18. NATURE OF BUSINESS – TYPE OF MFG., TRADE, CONSTRUCTION, SERVICE, ETC.
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		19. DATE OF REPORT


      -     -                                            

		20. DATE OF INJURY AND TIME


    -  -                      

		21. NORMAL STARTING TIME


                                                          

		  22. IF EMPLOYEE  BACK TO WORK 


        GIVE DATE


      -     -                                                              

		23. AT SAME WAGE


YES   FORMCHECKBOX 

NO  FORMCHECKBOX 




		

		

		               FORMCHECKBOX 
 AM

		   FORMCHECKBOX 
 PM

		                  FORMCHECKBOX 
 AM

		      FORMCHECKBOX 
 PM,

		

		



		

		24. IF FATAL INJURY, GIVE DATE OF


     DEATH.


      -     -                                                         

		25. DATE EMPLOYER KNEW OF INJURY


      -     -                                                                            

		26. DATE DISABILITY BEGAN


      -     -                                                          

		27. LAST FULL DAY PAID – DATE 


     --     -     
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		28.  DESCRIBE THE INJURY/ILLNESS AND PART OF BODY AFFECTED.


                                                                                                                                                                                                                                                                                 


                                                                                                                                                                                                                                                                            



		

		29. SPECIFY THE DEPARTMENT WHERE INCIDENT OCCURRED AND THE WORK PROCESS INVOLVED.
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		30.. LIST THE EQUIPMENT, MATERIALS, AND CHEMICALS EMPLOYEE WAS USING WHEN THE INCIDENT OCCURRED, E.G. ACETYLENE.


     





		

		31. DESCRIBE THE EMPLOYEE’S ACTIVITY AT THE TIME OF INJURY OR ILLNESS, I.E.


       

                                                                                                                                                                                                                                                                           



		

		32. DESCRIBE HOW THE INJURY/ILLNESS OCCURRED


                                                                                                                                                                                                                                                                                 


                                                                                                                                                                                                                                                                            



		

		33. NAME OF PHYSICIAN


                                                                                                                                       

		34. PHYSICIAN’S ADDRESS


                                                                                                                                      


                                                                                                                                  



		

		35. HOSPITAL (IF APPLICABLE)


                                                                                                                                      

		36. HOSPITAL ADDRESS


                                                                                                                                       


                                                                                                                                  



		(THIS SECTION MUST BE COMPLETED IN ORDER TO PROCESS)


37. WORKERS’ COMPENSATION INSURANCE COMPANY NAME, COMPLETE ADDRESS AND TPA (if applicable)


                                                                                           


                                                                                                                                                                                                               


                                                                                                                                                                                                                 I.A.B. CODE     _     _________





		





DISTRIBUTION OF THIS REPORT (1 original and 3 copies)


1.
ORIGINAL MUST BE SENT IMMEDIATELY TO WORKER’S COMPENSATION INSURANCE CARRIER.


2.
COPY TO INDUSTRIAL ACCIDENT BOARD


3.
EMPLOYER’S COPY – RETAIN AS RECORD


4.
EMPLOYEE’S COPY


____________________________________________________________________________
___________________________________________________



SIGNATURE OF PERSON IN 14 ABOVE

OFFICIAL POSITION


DOC. NO. #60-07-01-90-10-04


WORKERS’ COMPENSATION


IMPORTANT THINGS TO DO IN CASE OF INJURY


THE EMPLOYER SHOULD:

1.
Provide all necessary medical, surgical and hospital


treatment from the date of accident.


2.
Every employer shall keep a record of all injuries received



by employees and make a report within 10 days thereof in



writing to the Office of Workers’ Compensation


3. Ascertain the average weekly wages of the employee and


provide compensation in accordance with the provisions of


the law, for disability beyond the third day after the


accident. All agreements as to compensation must be


submitted to the Office of Workers’ Compensation for


approval.


THE EMPLOYEE SHOULD:

1.
Immediately notify the employer in writing of accidental injury or occupational disease and request medical services. Failure to give notice or to accept medical services may deprive the employee of the right to compensation.


2.
Give promptly to the employer, directly or through a supervisor, notice of any claim for compensation for the period of disability



beyond the third day after the accident. In case of fatal injuries, notice must be given by one or more dependents of the deceased or by a person on their behalf.


3.
In case of failure to reach an agreement with the employer in regard to compensation under the law, file application with the Industrial Accident Board for a hearing on the matters at issue within two years of the date of accidental injury or one year of knowledge of the diagnosis of an occupational disease or an ionizing radiation injury.  All forms can be obtained from the Office of Workers’ Compensation.


Department of Labor



Office of Workers’ Compensation



P.O. Box 8902



Wilmington DE 19899-8902



Telephone 302-761-8200











EMPLOYEE







EMPLOYER







DATES







INJURY OR



DISEASE







OCCURRENCE












_1275225203.pdf
DELAWARE WORKERS' COMPENSATION
EMPLOYER’S MODIFIED DUTY AVAILABILITY REPORT

DATE:
EMPLOYER: EMPLOYEE:
IS MODIFIED DUTY AVAILABLE: Yes No EMPLOYER FAX #:
IF AVAILABLE, FOR WHAT PERIOD OF TIME: Weeks Indefinite
JOB TITLE:
JOB DESCRIPTION:
ENVIRONMENT/WORKING CONDITIONS (e.g., Temperature):
ADDITIONAL INFORMATION:
Hrs. per day job available: (circle minimum and maximum): 8 6 4 2 0
Work Postures: Maximum required hours for above work day (circle one in each category below):
Sitting: 0 1 2 3 4 5 6 7 8
Standing: 0 1 2 3 4 5 6 7 8
Walking; 0 1 2 3 4 5 6 7 8
Driving: 0 1 2 3 4 5 6 7 8
Comments:
Lift/Carry & Push/Pull: Lift/Carry Push/Pull
D.O.T. Classification of Work check one: check one:
Sedentary 10 Ibs max: occasionally carry small objects ) ()
Light up to 20 Ibs max: frequently lift/carry up to 10 Ibs () ()
Medium up to 50 Ibs max. frequently lift/carry up to 25 Ibs ) ()
Heavy up to 100 Ibs max. frequently lift/catry up to 50 Ibs ) )
Very Heavy over 100 Ibs occasionally; frequently lift/ carry over 50 Ibs ¢ ) ()
Based on the total hrs. per day job is available, this job requires (circle one in each category below):
Bending: 0% 25% 50% 75% 100%
Turn/Twist: 0% 25% 50% 75% 100%
Kneeling: 0% 25% 50% 75% 100%
Squatting: 0% 25% 50% 75% 100%
Crawling, 0% 25% 50% 75% 100%
Climbing: 0% 25% 50% 75% 100%
Repeated arm motions: 0% 25% 50% 75% 100%
Reaching up above shoulder: 0% 25% 50% 75% 100%
Foot controls: 0% 25% 50% 75% 100%
EMPLOYER: Date job is available:
Comments:
Employer Signature: Date:
PHYSICIAN: I approve the job described above. ( ) Yes. () No.

If no, teasons for disapproval/recommended modifications:

Physician Signature: Date:

Physician Name (Please print) Certification No.:

(Rev: 9/11/07)

EMPLOYER FORM







