






         
WC CLAIM KIT - Louisiana
Who will handle your claims?

The Dallas Regional Claim Office will handle your Louisiana claims, located at:

6404 International Parkway

Plano, Texas 75093

Phone: (972) 380-3000  

Phone: (800) 527-5531

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: 


1-877-622-6849 (for Louisiana)  

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 Louisiana Forms: http://www.laworks.net/Downloads/Downloads_OWC.asp#Forms
LDOL-WC 1007 / Employer’s Report of Injury or Illness  

If you report the claim via telephone, you do not need to fill out this form.  

If you report the claim via fax, complete the form, and fax it to the following Crum&Forster fax number - fax# 1-877-622-6849.  
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LDOL-WC 1121 / Doctor Choice Form
This form explains an injured employee's right to select his treating physician.  
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SIB Form D / Second Injury Fund Employer Knowledge Questionnaire

The attached questionnaire should only be completed by individuals that have been hired for employment and may be used in establishment of prior knowledge for the purpose of obtaining Second Injury Fund relief from the Second Injury Board.
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Employer's Key Steps:

This includes answers to the employer's most frequently asked questions and concerns relating to Louisiana's workers' compensation entitlement procedures. 

http://www.laworks.net/WorkersComp/OWC_employerkeysteps.asp
Employee’s Key Steps:  
http://www.laworks.net/WorkersComp/RecordsManagement/OWC_KeyStepsInjured.asp
What is the Waiting Period for Lost Wages in Louisiana?

The waiting period is 7 days.  If the employee is off for over 6 weeks, the 1st 7 days is paid retroactively.

What is the Choice of Physician Rule in Louisiana?

The employee chooses the treating provider without restriction.     

Important Websites

Louisiana Office of Workers' Compensation –

http://www.laworks.net/WorkersComp/OWC_MainMenu.asp
Louisiana W/C Forms – 

http://www.laworks.net/Downloads/Downloads_MainMenu.asp
Multi-State Information: http://www.workerscompensation.com/
_1241503202.pdf


NOTICE 
TO INJURED WORKERS 


 
YOU HAVE THE RIGHT TO CHOOSE YOUR OWN DOCTOR! 


 
 
WHEN YOU ARE INJURED AT WORK OR BECOME SICK BECAUSE OF SOMETHING THAT 
HAPPENED AT WORK, THE LAW GIVES YOU THE RIGHT TO CHOOSE YOUR OWN DOCTOR 
IN ANY FIELD OR SPECIALTY OF MEDICINE FOR MEDICAL TREATMENT. 
 
THE LAW ALSO ALLOWS YOUR EMPLOYER TO HAVE YOU SEE HIS/HER DOCTOR, BUT 
YOU DO NOT HAVE TO AGREE TO CONTINUE TREATMENT WITH YOUR EMPLOYER’S 
DOCTOR UNLESS THAT IS WHAT YOU WANT. 
 
IF YOU WANT YOUR EMPLOYER’S DOCTOR TO CONTINUE TREATING YOU AFTER YOUR 
FIRST VISIT WITH HIM/HER, AND AFTER RECEIVING THIS FORM, YOU MAY CHOOSE 
YOUR EMPLOYER’S DOCTOR AS YOUR TREATING DOCTOR. 
 
ONCE YOU CHOOSE EITHER YOUR EMPLOYER’S DOCTOR OR YOUR OWN DOCTOR AS 
YOUR TREATING DOCTOR, YOU MAY NOT BE PERMITTED TO CHOOSE ANOTHER 
DOCTOR IN THAT SAME FIELD OR SPECIALTY OF MEDICINE TO TREAT YOU FOR YOUR 
INJURY OR ILLNESS LATER ON.  HOWEVER, YOU ARE NOT REQUIRED TO GET YOUR 
EMPLOYER’S APPROVAL TO CHANGE TO A DOCTOR IN ANOTHER FIELD OR SPECIALTY 
OF MEDICINE (La. R.S. 23:1121(B)(1). 
 
IF YOUR EMPLOYER DENIES YOUR RIGHT TO CHOOSE YOUR DOCTOR, YOU HAVE A 
RIGHT TO A SPEEDY HEARING BEFORE A WORKERS’ COMPENSATION JUDGE TO 
RESOLVE THE DENIAL OF YOUR RIGHT (La. R.S. 23 1121 (B)(1) and 1124 (B). 
 
 
I HEREBY CHOOSE MY OWN DOCTOR TO TREAT ME FOR MY INJURY OR ILLNESS:   
DR. _________________________________________________________. 
 


OR 
 
BY SIGNING THIS FORM, I STATE THAT I KNOW ABOUT MY RIGHT TO CHOOSE MY 
OWN TREATING DOCTOR, AND BEING SO ADVISED, I HEREBY ACCEPT AND 
CHOOSE TO CONTINUE TREATING WITH MY EMPLOYER’S DOCTOR: 
DR. _________________________________________________________. 
 
 


____________________     ______________________________________________ 
DATE                                   SIGNATURE OF EMPLOYEE 
 
____________________      ______________________________________________ 
DATE                                   SIGNATURE OF EMPLOYER REPRESENTATIVE 
 
(Note:  If the employee is illiterate or has a language barrier, an authorized representative of the employer/insurer shall attest 
by their signature that this form and right of physician choice has been reasonably explained to that employee prior to 
his/her signature on this form.  Failure to do so can jeopardize the employer’s/insurer’s right to subsequently refuse consent 
to the employee’s request for treatment by a different physician within the same field or specialty.) 
 
(Form LDOL – WC 1121) 
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www.laworks.net 
|     Equal Opportunity Employer/Program     |     Auxiliary aids and services are available upon request to individuals with disabilities  •  TDD# 800-259-5154     | 


1001 North 23rd Street 
Post Office Box 44187 
Baton Rouge, LA  70804-4187


(O) 225-342-7866 
 800-201-2493 
(F) 225-219-5968 


Bobby Jindal, Governor 
Curt Eysink, Executive Director 


Office of Workers’ Compensation Administration 
Second Injury Board 


LA OWCA Second Injury Board Knowledge Questionnaire 


The following questionnaire should only be completed by individuals that have been hired for employment. 
Your employer may ask that you complete this questionnaire following your initial hire and periodically 
thereafter. 


The questionnaire may be used in the establishment of prior knowledge for the purpose of obtaining Second 
Injury Fund relief from the Second Injury Board. The Second Injury Board may reimburse your employer for 
workers’ compensation claims that meet certain criteria should you become injured on the job. This 
reimbursement in no way affects the benefits owed to you by your employer or their insurance company 
under the Louisiana Workers’ Compensation Act, La. R.S. 23:1021‐1361. 


WARNING 


FAILURE TO ANSWER TRUTHFULLY AND/OR CORRECTLY TO ANY OF THE QUESTIONS ON THIS 
FORM MAY RESULT IN A FORFEITURE OF YOUR WORKERS COMPENSATION BENEFITS UNDER 
LA R.S. 23:1208.1. 


Employer: _________________________________________________________________________________ 


Employee Name: ____________________________________________________________________________ 


Date of Birth (mm/dd/yyyy):  ____________  Male:    Female:   


Soc. Sec. # (last 4 digits only): ____________ 


Home Address: _____________________________________________________________________________ 


Telephone Number: (  ____ )  __________________ 


Employee Signature: ________________________________________  Date: _________________________ 


Employer Witness:  _________________________________________  Date:  _________________________ 
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Please place a check in the appropriate box next to each medical condition listed below. Each illness or condition 
requires a Yes (Y) or No (N) answer.  For all conditions that you check yes, write a brief explanation on the Explanation 
Page. 


Disease and Other Medical Conditions  [Please check the appropriate box. Each illness/injury requires a Yes (Y) or No (N) answer.] 


 Y  N   Y  N   Y  N   Y  N 
      Diabetes        Cerebral Palsy        Arthritis        Heart Disease/Heart Attack 
      Silicosis        Tuberculosis        Parkinson’s        Congestive Heart Failure 
      Varicose Veins       Multiple Sclerosis        Brain Damage        Vision Loss, one or both eyes 
      Asbestosis        Post Traumatic Stress        Asthma        Disability from Polio 
      Hyperinsulinism        Osteomyelitis        Dementia        Psychoneurotic Disability 
      Alzheimer’s        Nervous Disorder        Thrombophlebitis        Ruptured or Herniated Disc 
      Emphysema       Muscular Dystropy        Arteriosclerosis        Ankylosis or Joint Stiffening 
      Hearing Loss       Migraine Headaches        Hodgkin’s        High/Low Blood Pressure 
      COPD       Mental Retardation        Cancer        Carpal Tunnel Syndrome 
      Hypertention        Kidney Disorder        Double Vision        Compressed Air Sequelae 
      Head Injury        Loss of Use of Limb       Mental Disorders        Disease of the Lung 
      Epilepsy        Seizure Disorder        Hemophilia        Coronary Artery Disease 
      Stroke        Sickle Cell Disease        Bleeding Disorder        Heavy Metal Poisoning 


Surgical Treatment  [Please check the appropriate box. Each illness/injury requires a Yes (Y) or No (N) answer.] 


 Y  N 
    Spinal Disc Surgery  Year (approximate if unsure) ___________  


    Spinal Fusion Surgery  Year (approximate if unsure) ___________  


    Amputated Foot  Left     Right     Year (approx. if unsure) ___________   


    Amputated Leg  Left     Right     Year (approx. if unsure) ___________   


    Amputated Arm  Left     Right     Year (approx. if unsure) ___________   


    Amputated Hand  Left     Right     Year (approx. if unsure) ___________   


    Knee Replacement  Left     Right     Year (approx. if unsure) ___________   


    Hip Replacement  Left     Right     Year (approx. if unsure) ___________   


    Other Joint Replacement  Joint ________________________  Year ________________   


    Other Surgical Procedure  Procedure  ___________________  Year ________________   


Employee Signature: ________________________________________  Date: _________________________ 


Employer Witness:  _________________________________________  Date:  _________________________ 
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EXPLANATION PAGE 


Please use the space below to explain the illnesses and/or conditions that you checked a Yes (Y) or any other medical 
conditions that may not be listed on this form.  Ask your employer for additional copies of this page if needed. 


 


CONDITION: ____________________________________________________ Year Diagnosed (approx): _______________  


Are you still treating for this condition?  Yes     No    


Are you taking medication for this condition?  Yes     No    


Do you have any permanent restrictions for this condition?  Yes     No    


Brief Explanation:  ___________________________________________________________________________________  
 
 


 
CONDITION: ____________________________________________________ Year Diagnosed (approx): _______________  


Are you still treating for this condition?  Yes     No    


Are you taking medication for this condition?  Yes     No    


Do you have any permanent restrictions for this condition?  Yes     No    


Brief Explanation:  ___________________________________________________________________________________  
 
 


 
CONDITION: ____________________________________________________ Year Diagnosed (approx): _______________  


Are you still treating for this condition?  Yes     No    


Are you taking medication for this condition?  Yes     No    


Do you have any permanent restrictions for this condition?  Yes     No    


Brief Explanation:  ___________________________________________________________________________________  
 
 


 
CONDITION: ____________________________________________________ Year Diagnosed (approx): _______________  


Are you still treating for this condition?  Yes     No    


Are you taking medication for this condition?  Yes     No    


Do you have any permanent restrictions for this condition?  Yes     No    


Brief Explanation:  ___________________________________________________________________________________  
 


Employee Signature: ________________________________________  Date: _________________________ 


Employer Witness:  _________________________________________  Date: _________________________ 
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Please answer the following questions. 


1.  Has any doctor ever restricted your activities?  Yes     No    
  If “Yes,” please list the restrictions: __________________________________________________________ 
  Were the restrictions:  Permanent ____  Temporary  ____ 
  Are you currently restricted?   Yes     No    
  What is the medical condition for which you are restricted?  ______________________________________ 


2.  Are you presently treating with a doctor, chiropractor, psychiatrist, psychologist or other health‐care 
provider?  Yes     No    


  Please list the medical condition being treated:  ________________________________________________ 


  Doctor’s Name: ________________________________Specialty: __________________________________ 


  Doctor’s Address: ________________________________________________________________________ 


3.  If you are presently taking prescription medication other than those listed on the Explanation Page, please 
complete the requested information below. 


  Medication: ___________________________________Prescribing Doctor: __________________________ 


  Medication: ___________________________________Prescribing Doctor: __________________________ 


4.  Have you ever had an on the job accident?  Yes     No    
  If you answered “YES,” please provide the date for each injury and the nature of the injury: 


  _______________________________________________________________________________________ 


  How long were you on compensation?  _________________________ 


  Name of Employer: _______________________________________________________________________ 


5.  Has a doctor recommended a surgical procedure, which has not been completed prior to this date, 
including but not limited to knee, hip or shoulder replacement?  Yes     No    


  If you answered YES, please provide: 


Recommended surgery: _____________________________________ 


Approximate date of recommendation: _________________________ 


  Doctor’s Name: ________________________________Specialty: __________________________________ 


  Doctor’s Address: ________________________________________________________________________ 


Employee Signature: ________________________________________  Date: _________________________ 


Employer Witness:  _________________________________________  Date: _________________________ 
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  SIB FORM D 10/10 


 
 


WARNING 


FAILURE TO ANSWER TRUTHFULLY AND/OR CORRECTLY TO ANY OF THE QUESTIONS ON THIS 
FORM MAY RESULT IN A FORFEITURE OF YOUR WORKERS COMPENSATION BENEFITS UNDER 
LA R.S. 23:1208.1. 


 
 
I have completed this form honestly and to the best of my knowledge.  I understand that providing false 
information or omitting pertinent information could result in loss of my workers compensation benefits 
should I become injured on the job. 


Employee Signature: ________________________________________  Date: _________________________ 


Employee Printed:  _________________________________________ 


 
 
I am an authorized representative of the employer designated to obtain and review the information 
provided by the employee on this questionnaire.  I have confirmed that the employee understands the 
consequences associated with providing false information or omitting pertinent information.  I have 
confirmed that the employee is able to read and understand the information provided on this questionnaire 
or I have personally read the questionnaire to the employee. I have provided the employee with as many 
copies of the Explanation Page as needed.  I have confirmed the number of and labeled the pages of this 
questionnaire. 


Employer Witness:  _________________________________________  Date: _________________________ 


Employer Witness Printed: ____________________________________________________________________ 


Title:  _____________________________________________________________________________________ 
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MAIL TO:                                                                                                                                -            -                      
WORKERS' COMPENSATION INSURER                                                                                  Employee Social Security Number     


                                                                                                                                                                                        
                                                                                                                                                   Employer  UI  Account   Number            
                                                                                                                                                                            


                                                                                    EMPLOYER REPORT                             Employer Federal  ID  Number     
OF


INJURY/ILLNESS
This report is completed by the Employer for each injury/illness identified by them or their employee as occupational.  A copy


is to be provided to the employee and the insurer immediately. 
  


PURPOSE OF REPORT:  (Check all that apply)
__  More than 7 days of disability __  Possible dispute __  Medical only
__  Injury resulted in death __  Lump Sum Compromise/Settlement                ( DO NOT mail copy to OWCA ) 
__  Amputation or disfigurement __  Other


1.Date ofReport
     MM/DD/YY


2. Date / time of Injury
MM/DD/YY    Time   
  __AM
                             __PM


3. Normal Starting Time Day
of  Accident 
              __ AM
                         __ PM


4. If Back toWork -        
Give date              
MM/DD/YY


5. At same wage?                            
        __Yes   __ No


DO NOT WRITE
IN THIS


COLUMN


6. If Fatal Injury, Give Date of 
    Death   MM/DD/YY


7. Date Employer Knew of
    Injury  MM/DD/YY


8. Date Disability
began  MM/DD/YY


9. Last Full Day Paid 
        MM/DD/YY


Date Received


10.  Employee Name    First                        Middle                           Last 11. __   Male
      __   Female


12. Employee Phone #
  (            )


Naics:.


13. Address and Zip Code 14. Parish of Injury State-Parish 


15.     Date of Hire 16.  Date of Birth 17.  Occupation                                           18.  Dept/Division Employed Occupation
 


19. Place of Injury-Employer's
      Premises ?              __ Yes    __  No


20.  If  No, Indicate Location-Street, City, Parish and State Nature 


21.  What work activity was the employee doing when the injury occurred?  (Give weight, size and shape of materials or equipment involved).  Explain what
employee was doing with them.  Indicate if correct procedures  were followed.


Part of Body


Source 


Event  


NCCI 


22. What caused injury to happen?  (Describe fully the events which resulted in injury or disease.  Explain what happened and how it happened.  Name any objects or  substances involved and explain how they were
involved.  Give full details on all factors which led to or contributed to this  injury or illness.)


23. Part of Body Injured and Nature of Injury or Illness (ex. left leg; multiple fractures) 24.  If Occ. Disease-Give Date                      
Diagnosed


25. Physician and Address 26. If Hospitalized, give name & address of facility


27. Employer's Name 28. Person Completing This Report - Please print


29. Employer's Address and Zip Code 30.  Employer's Telephone Number
      
 (            )


31. Employer's Mailing Address-If Different From Above 32. Nature of Business-Type of Mfg., Trade, Construction, Service, etc.


33. Wage Information (optional)           Employee was paid    __  Daily     __  Weekly     __  Monthly     __  Other.      T he average weekly wage was $                                    per week. 


LDOL-WC-1007   Insurer Name:                                                                 Insurer's Administrator or Representative:
Rev: 08/06             Phone:                                                                            Phone:                                                                                                                                      


Download Employer’s Certificate of Compliance
 Address:                                                                         Address:                                                                                                                            
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