






         
 
WC CLAIM KIT – Idaho
Who will handle your claims?

Idaho claims are handled by a Third Party Administrator:  




Broadspire, a Crawford Company



146 South Cole Road



Boise, ID 83709



Phone:  
208-375-5021



Toll free:
1-877-482-8874



Fax:   

208-375-4514

The state of Idaho requires that the adjuster's handling Idaho claims be located in the state of Idaho.

How to Report Workers’ Compensation Claims?

Although Broadspire handles our ID claims, the claims should be reported to the Dallas, TX office located at:

 6404 International Parkway

 Plano, Texas 75093

 Phone: (972) 380-3000  

 

 Phone: (800) 527-5531
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: 


1-877-622-6849 (for Idaho)  

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 does the employer need to be aware of?
Click on this link for the Idaho Forms: http://www.iic.idaho.gov/forms/forms.htm
First Report of Injury or Illness:  
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First Report of Injury or Illness / Instructions:  

	1. The form should be filled out by the employer or a representative; however, the injured employee may fill out the form if necessary.

2. Fill out non-shaded areas as completely as possible.

3. Distribute copies of the completed form as follows:

a. The original to the Idaho Industrial Commission, PO Box 83720, Boise, Idaho 83720-0041. (If the form is completed by the injured employee, an additional copy should be sent to the Industrial Commission. The Commission will then send a copy to the adjuster.) The Microsoft Word version can be sent to the Commission as an email attachment to froi@iic.state.id.us .

b. One copy to the employer's workers' compensation insurer or adjuster.

c. One copy retained for the employer's files.


What is the Waiting Period for Lost Wages in Idaho?

The waiting period is 5 days.  If the employee is off for more than 2 weeks, the first 5 days are paid retroactively.

What are the Choice of Physician Rules in Idaho?  

The employer/insurer can designate a particular provider or provider network for its injured workers (must be disclosed at time of hire and applied uniformly). However, when no provider is designated, the employee chooses the provider.
Important Websites:

Idaho Industrial Commission - http://www.iic.idaho.gov/
Idaho W/C Forms -  http://www.iic.idaho.gov/forms/forms.htm
Multi-State Information: http://www.workerscompensation.com/
_1234680612.pdf
WORKERS COMPENSATION — FIRST REPORT OF INJURY OR ILLNESS

Employer (Name & Address incl. zip) Carrier/Administrator Claim Number Report Purpose Code
Jurisdiction Jurisdiction Claim No.
E Insured Report No.
Q|
é Employer’s Location Address (if different) Location No.
Sic Code Employer FEIN Phone No.
Carrier (Name, Address & Phone Number) Policy Period Claims Admin (Name, Address & Phone Number)
g
= To
b
Check if
(2]
§= |:| self
9 insured
| Carrier FEIN Policy Number or Self-Insured Number Administrator FEIN
Q|
O Agent Name & Code Number
Legal Name (Last, First, Middle) Birth Date Social Security Number Date Hired State of Hire
Address (Incl. Zip) Sex Marital Status Occupation/Job Title
[} Male [} Unmarried/
g Single/Div.
2 ] Female ] Married Employment Status
= ] Unknown ] Separated
uEJ Phone No. of Dependents [} Unknown NCCI Class Code
Wage Rate ] Day ] Month # Days Worked/WK Full Pay for Date of Injury? 1] Yes [J | No
$ ] Week ] Other # Hrs Worked per Day Did Salary Continue? 1 Yes [J | No
Time Employee | [ | AM Date of Injury Time 1| AM Last Work Date | Date Employer Notified Date Disability
Began Work O | Pm or lliness Occurred O | Pm Began
Employer Contact Name/Phone Number Type of lliness/Injury Part of Body Affected
Did Injury/lliness Exposure Occur on Employer’s Yes | [ Type of lliness/Injury Code Part of Body Affected Code
Premises? No O
a
2 Department or location where accident or illness exposure occurred All Equipment, Materials, or Chemicals Employee Using upon Occurrence
(&
5
8 Specific Activity Employee Engaged in at Time of Occurrence Work Process the Employee Was Engaged in at Time of Occurrence
How injury or illness/abnormal health condition occurred. Describe the sequence of events and include any objects or substances | Cause of Injury
that directly injured the employee or made the employee ill. Code
Date Returned to Work If Fatal, Date of Death Were Safeguards or Safety Equipment Provided? | [] Yes | 0 [ N
o)
Were they used? O |Yes | |N
o)
Physician/Health Care Provider (Name & Address) Hospital (Name & Address) Initial Treatment
= 0| [ No Medical Treatment
g 1| | Minor: By Employer
§ 2| | Minor Clinic/Hosp
= 3| [J| Emergency Care
4| | Hospitalized — 24 hr.
Signature of Injured Employee, or Signature on File, Witness to Accident (Name & Phone Number) 5| | Anticipated Major Med/Lost
.| Date Time
Q|
£
O| Date Administrator Notified Date Prepared Preparer's Name & Title Preparer's Phone Number

Filing this report is not an admission of liability. This report shall not be evidence of any fact stated herein in any proceeding in respect of the injury, illness or death
on account of which this report is made. ldaho Industrial Commission, P.O. Box 83720, Boise, ID 83720-0041 IC Form IA-1 (2/98)
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