






         
WC CLAIM KIT – Maine

Who will handle your claims?

The New Jersey Regional Claim Office will handle your Maine claims, located at:

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 New Jersey)  

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?

Notice of Injured Worker Rights and Responsibilities:

Review the instructions and prominently display this form where each employee is likely to see the notice on a regular basis.  
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Employer's First Report of Injury form:

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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Employer’s Wage Statement:  

File this form with the carrier, claimant, and claimant’s representative when the claimant is losing time from work.
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Supplemental Report of Injury & Instructions:
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Waiting Period For Lost Wages in Maine.

The waiting period is 7 days.  If the employee is off for more than 14 days, the first 7 days are paid retroactively.

Choice of Physician Rules in Maine.
The employee is entitled to the choice of physician after specified time. 

Preferred Provider Organization Network (PPO): 

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:

Maine Workers Compensation Division:

http://www.maine.gov/wcb/departments/board.htm
Multi-State Information: http://www.workerscompensation.com/
_1238849014.pdf
Worker’s Comp Poster.pdf 01/27/05 $

WORKERS’ COMPENSATION

Notice to Employees:

State law requires your employer to provide workers’ compensation insurance for its employees.
Workers’ compensation insurance provides benefits to employees who are injured at work.

If you are injured at work, NOTIFY YOUR EMPLOYER AT ONCE. You may lose your right to
receive benefits unless your employer is notified within 90 days of your injury. Your claim is also sub-
ject to a two year statute of limitations. Worker advocates are available at the Workers” Compensation
Board to help injured workers.

If you have any questions about your rights, please contact one of the regional offices listed below.

A l'intention des Employes:

D’apres les lois de I’Etat du Maine, votre employeur est tenu de souscrire a une assurance indem-
nisant ses employés victimes d’un accident du travail.

Si vous étes victime d’un accident du travail, PREVENEZ VOTRE EMPLOYEUR IMMEDIATE-
MENT. Passé un délai de 90 jours, vous risquez de perdre vos droits a I’indemnisation. Au-dela de
deux ans, votre déclaration n’est plus recevable. Pour aider les victimes d’un accident du travail, le
Workers” Compensation Board met des conseillers juridiques a leur disposition.

Si vous n’étes pas sur de vos droits, veuillez contacter 1’un des bureaux régionaux de la liste suivante:

Aviso a los Trabajadores:

La ley del estado de Maine requiere que su empresario proporcione el seguro de compensaciones para
el trabajador a todos los trabajadores. El seguro de compensaciones para el trabajador proporciona ben-
eficios a los trabajadores accidentados en el trabajo.

En caso de sufrir accidente o dano laboral, NOTIFIQUELO INMEDIATAMENTE A SU EMPRE-
SARIO. Podria perder el derecho a recibir compensacion a menos que su empresario sea notificado de
este accidente o dano en el plazo de 90 dias. Asi mismo esta reclamacion debe hacer referencia a un acci-
dente o dano que no haya ocurrido hace mas de dos anos. Los defensores del trabajador estan disponibles
para proporcionar ayuda a los trabajadores accidentados en el Consejo de Administracion de
Compensaciones para el Trabajador (Workers’ Compensation Board).

En caso de tener cualquier pregunta sobre sus derechos, favor de contactar con una de las Oficinas
Regionales de Compensaciones para el Trabajador. Mas abajo hay una lista con la direccion de las
Oficinas Regionales de Compensaciones para el Trabajador (Workers’ Compensation Regional Offices):

WORKERS’ COMPENSATION BOARD
REGIONAL OFFICES

AUGUSTA BANGOR CARIBOU
24 Stone Street 106 Hogan Road 43 Hatch Drive, Suite 110
Augusta, ME 04330 Bangor, ME 04401 Caribou, ME 04736
207-287-2308 (Voice) 207-941-4550 207-498-6428
207-287-6119 (TTY) 1-800-400-6856 1-800-400-6855
1-800-400-6854 (Voice) LEWISTON PORTLAND
36 Mollison Way 62 Elm Street
Lewiston, ME 04240-5811 Portland, ME 04101
207-753-7700 207-822-0840
1-800-400-6857 1-800-400-6858

To the employer: This notice must be posted in a conspicuous place upon your premises accessible to employees. 39-A MRSA §406.
The State of Maine does not discriminate on the basis of disability in admission to, access to, or operation of its programs, services or
activities. This material can be made available in alternate formats by contacting your Department’'s ADA Coordinator.

WCB-90 (08/02) Visit our website at: www.state.me.us/wcb

o
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EMPLOYER’S FIRST REPORT OF OCCUPATIONAL INJURY OR DISEASE

1. WCB FILE NUMBER (if known):

1a. OSHA 300 CASE NUMBER (if applicable):

REASON FOR REPORT (check all that apply)

2a. J LOST TIME - ONE OR MORE DAYS
3. [JLOST EARNINGS BUT NO LOST TIME

2b. WAS EMPLOYEE PAID FOR 1/2 DAY OR MORE ON DAY OF INJURY?
4. [J MEDICAL/HEALTH CARE

OYES CINO
5. [J FATALITY DATE OF DEATH: / /

MM DD YYYY

6a. (1 OCCUPATIONAL DISEASE 6b. DATE OF LAST EXPOSURE: / 6. DATE OF DIAGNOSIS AS OCCUPATIONALLY RELATED: / /
MM DD YYYY MM DD YYYY
7a. 1 CORRECT PRIOR REPORT 7b. DATE OF CORRECTION: / / 7c. DATE CORRECTION SENT TO WCB: / /
M DD YYYY MM DD YYYY
EMPLOYER

8. STATE EMPLOYER UNEMPLOYMENT
INSURANCE ACCOUNT NUMBER (UIAN):

9. FEDERAL EMPLOYER IDENTIFICATION NUMBER (FEIN):

10. EMPLOYER NAME:

11. STREET/P.0. BOX MAILING ADDRESS: 12. CITY:

13. STATE: 14. ZIP: 15. TELEPHONE NUMBER:

( )

16. PRIMARY BUSINESS PERFORMED BY

EMPLOYER WHERE INJURY OCCURRED: MAILING ADDRESS:

17. EMPLOYER LOCATION IF DIFFERENT FROM

18. DID INJURY OR EXPOSURE OCCUR ON EMPLOYER'S PREMISES? [JYES [ NO
IF NO, THEN GIVE NAME AND PHYSICAL ADDRESS OF THE EMPLOYER WHERE THE EMPLOYEE
WAS INJURED OR EXPOSED:

(check one) [] INSURER

[0 THIRD PARTY ADMINISTRATOR (TPA)

[] SELF-ADMINISTERED EMPLOYER

19. INSURANCE/TPA COMPANY NAME: 20. POLICY NUMBER:

21. INSURER FILE NUMBER:

22. STREET/P.0. BOX MAILING ADDRESS: 23. CITY: 24. STATE: 25. ZIP: 26. TELEPHONE NUMBER:
( )
EMPLOYEE
27. LAST NAME: 28. FIRST NAME: 29. MI: 30. TELEPHONE NUMBER: | 31. SOCIAL SECURITY NUMBER: 32. GENDER:
( ) O MALE [0 FEMALE

33. STREET/P.0. BOX MAILING ADDRESS: 34. CITY:

35. STATE: 36. ZIP: 37. DATE OF BIRTH:

/ /

MM DD YYYY

38. OCCUPATION/JOB TITLE: 39. DATE OF HIRE:

40. WEEKLY WAGE AT TIME OF INJURY:

$

41. DOES EMPLOYEE WORK FOR ANOTHER EMPLOYER?
OYES CINO IF YES, GIVE NAME AND ADDRESS:

CLAIM INFORMATION

44. TIME EMPLOYEE BEGAN WORK (e.g. 7:30 a.m.):

45. DATE EMPLOYER NOTIFIED INSURER/TPA:

I S S
MM DD YYYY

Y S
MM DD YYYY
42. DATE OF INJURY OR ILLNESS: 43. DATE OF INCAPACITY:
I S S S A S
MM DD YYYY MM DD YYYY
DATE EMPLOYER NOTIFIED: DATE EMPLOYER NOTIFIED:
I A Y A S
MM DD YYYY MM DD YYYY

46. TIME OF INJURY (e.g. 1:10 p.m.):

47. HAS EMPLOYEE RETURNED TO WORK? [ YES
IF YES, GIVE DATE: / /

MM DD YYYY

ONO

48. SPECIFIC INJURY OR ILLNESS
(e.g. second degree burn or toxic hepatitis):

49. BODY PART(s) AFFECTED (e.g. lower right forearm):

50. ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS
USING WHEN THE EVENT OCCURRED (e.g. acetylene torch, metal plate):

51. SPECIFY ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE EVENT
OCCURRED (e.g. cutting metal plate for flooring.):

WAS ACTIVITY PART OF NORMAL JOB DUTIES? [JYES [JNO

52. HOW INJURY OR ILLNESS OCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR
SUBSTANCES THAT DIRECTLY INJURED OR MADE THE EMPLOYEE ILL. (e.g. worker stepped back to inspect work and
slipped on some scrap metal. As worker fell, worker brushed against hot metal.):

53. HOSPITALIZED OVERNIGHT AS INPATIENT?

COYES [CINO IN AN EMERGENCY ROOM?

OYES [CINO

54. WAS THE EMPLOYEE TREATED

55. HEALTH CARE PROVIDER NAME: | 56. MAILING ADDRESS: 57. TELEPHONE NUMBER:

« )

PREPARER INFORMATION

58. PREPARER NAME AND TITLE (TYPE OF PRINT):

59. TELEPHONE NUMBER: 60. DATE SENT TO WCB:

( ) / /

MM DD  YYYY

WCB-1 (1/02) The State of Maine does not discriminate on the basis of disability in admission to, access to, or operation of its programs, services or activities. This material can be made available in alternate formats by

contacting your Department ADA Coordinator.

DISTRIBUTION: COPY (1) MAINE WORKERS’ COMPENSATION BOARD, 27 STATE HOUSE STATION, AUGUSTA, MAINE 04333-0027, (2) EMPLOYEE, (3) INSURER, (4) EMPLOYER
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WAGE STATEMENT

STATE OF MAINE

WORKERS COMPENSATION BOARD
STATION 27, AUGUSTA, MAINE 04333-0027

1. INSURER FILE NUMBER:

6. SOCIAL SECURITY NUMBER

7. WCB FILE NUMBER:

2. EMPLOYER NAME: 8. EMPLOYEE LAST NAME: 9. FIRST NAME: 10. M.1:
3. EMPLOYER MAILING ADDRESS AND PHONE NUMBER: [11. ADDRESS-NUMBER AND STREET:
4. INSURER NAME: 12. CITY: 13. STATE: [14.ZIP: 15. HOME PHONE:

5. INSURER MAILING ADDRESS:

16. DATE OF INJURY:

17. DESCRIPTION OF INJURY:

18. DOES EMPLOYEE WORK [] | 19 DOES EMPLOYEE RECEIVE FRINGE n
FOR ANOTHER EMPLOYER? YES BENEFITS THAT MAY STOP WHILE ON YES
IF YES, THE EMPLOYER SHALL SUBMIT A WAGE wo O WORKERS; COMPENSATION?. v O
STATEMENT FROM EACH ADDITIONAL EMPLOYER.

20. WEEK 52 IS THE WEEK BEFORE THE INJURY

WK | WEEKENDING GROSS EARNINGS WK WK

1 19 37

2 20 38

3 21 39

4 22 40

5 23 41

6 24 42

7 25 43

8 26 44

9 27 45

10 28 46

11 29 47

12 30 48

13 31 49

14 32 50

15 33 51

16 34 52

17 35 21. TOTAL

EARNINGS $
18 36 22. GROSS AVERAGE
WEEKLY WAGE $

23. PREPARER NAME AND TITLE (TYPE OR PRINT):

24. TELEPHONE NUMBER:

25. DATE MAILED:






THIS DOCUMENT MAY BE PRODUCED IN ALTERNATIVE FORMATS SUCH AS BRAILLE, LARGE PRINT AND AUDIOTAPE.

WCB 2 (8/94)
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EMPLOYER’SFIRST REPORT OF OCCUPATIONAL INJURY OR DISEASE,
WCB-1

Reporting Requirements

Within seven days after the employer receives notice or knowledge of an employee injury that has caused the employee to
lose aday’ s work, the employer or insurer (which can sometimes be one and the same) must file a First Report with the
Board' s Central Office. A day for the purposes of filing aFirst Report is the number of hours or wagesin an employee’s
regular workday. If an employee does not have aregular workday, then average hours or wages should be used.

Thefiling of First Reportsis the employer’ s responsibility and needs to be filed within seven days as provided by law
(8303), but must be received by the 10th day. Three mail days are provided for receipt by the Board. The employer may
rebut afinding for late filing. This standard may be rebutted when Electronic Data Interface (EDI) isinvolved or if the
carrier has agreed to assume the responsibility for filing the First Report on the employer’ s behalf. In those cases the
insurer assumes responsibility for late filings when the employer notified the insurer within atimely fashion but the
insurer failed to notify the Board as defined above.

The employer must complete a First Report within seven days of notice or knowledge if the employee requires the
services of a health care provider, but there is no obligation to submit a copy to the Board unless the injury later causes the
employee to lose aday’ s work.

If the employer or insurer disputes amedical bill on aclaim for which a First Report was never filed with the Board, the
employer or insurer must attach the Board’ s copy of the First Report to the Notice of Controversy (Rule 8.13).

A First Report must be filed with the Board if the employee dies as aresult of ajob-related injury or if the employee dies
at the work site, regardless of the reason for death.

Distribution

The Employer’s First Report of Occupational Injury or Disease, WCB-1, is a four-part form which isto be distributed as
follows:

Copy 1 retained by preparer when the injury requires only the services of a healthcare provider.
to the Workers' Compensation Board, at the following address, when the injury resultsin aday or more of lost work:

State of Maine
Workers Compensation Board
27 State House Station
Augusta, Maine 04333-0027

Or

Fax to (207) 287-5895
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to the Workers' Compensation Board (at the address shown above) when a claim for medical servicesis controverted/
denied and the First Report was not filed previously with the Board.

Copy 2 to the Employee.
Copy 3to the Carrier.
Copy 4 to the Employer.

Form Filing Violations

Failure to file any Board-prescribed forms within established time framesis a violation of section 360(1) and is subject to
aBoard-assessed civil penalty of up to $100.00 per violation. Violations will result in the filing of complaints with the
Abuse Investigation Unit. The Abuse investigation Unit will process the complaint in the manner set forth in WCB Rule
15.9.

Closure (Required for all "lost time" First Reports)

Closure of the First Report isrequired if aFirst Report is or should have been filed with the Board (section 303). Closure
occurs when one of the following actions is taken and the appropriate form is sent to and filed with the Board:

Return to Work

If lost timeis lessthan or equal to 7 days, report the RTW on the original or corrected First Report.

Reporting Requirements

Original First Report - filed, Board date-stamped, within 7 days of the employer’ s notice or knowledge of incapacity.
Corrected First Reports - filed, Board date-stamped, within 7 days of the employee’s return to work.

Indemnity Payment

Where the initial payment of indemnity benefits is made, a Memorandum of Payment (MOP) should be mailed or
delivered to the Board on the day that payment must be made under §205(2). A MOP should be mailed or delivered on or
before the 14th day, but must be received by the 17th day. Three mail days are provided for receipt by the Board. MOPs
received after the 17th day may be considered in noncompliance under 8360(1). Evidence of timely mailing is arebuttable
presumption to a determination of noncompliance under 8360(1).

Controversy

Where the initial claim for indemnity benefitsisin dispute, a Notice of Controversy must be mailed or delivered on or
before the 14th day payment is due under 8205(2). Three mail days are provided for receipt by the Board. Evidence of
timely mailing is a rebuttable presumption.

Compliance occurs when the form is delivered or mailed on or before the 14th day payment is due under §205(2). Forms
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that are Board date stamped after the 17th day payment is due under §205(2) will trigger an investigation to determine
noncompliance as stated above.

The determination of noncompliance is subject to notice to the regulated party, with an opportunity to appeal the decision.

Evidence presented by the regulated party of atimely mailing is a rebuttable presumption to the determination of
noncompliance.

INSTRUCTIONS FOR COMPLETING
EMPLOYER’'SFIRST REPORT OF OCCUPATIONAL INJURY OR DISEASE, WCB-1

All applicable boxes of the First Report should be completed prior to filing the form with the Workers' Compensation
Board. If a"mandatory” box isincomplete, the First Report will be returned to the employer for completion, and will not
be started in the Workers' Compensation Board system. If a"required” box isincomplete, the First Report will be entered
into the Workers Compensation Board system and a report will be sent to the employer and the insurer/third-party
administrator indicating further information is required. The employer will have 14 days to correct the First Report
previously sent with the information in the required boxes compl eted.

Box Instructions:

1. WCB File Number (if known)
This number is assigned by the Board and will befilled in by the Board if unknown.

la. OSHA Case Number (if applicable)

Thislog case number islocated on the OSHA 300 Form (Log of Work-Related Injuries and
[lInesses). For applicable employers, OSHA will accept the Employer’s First Report of
Occupationa Injury or Disease, WCB-1 (1/02) instead of OSHA Form 301.

Reason For Report
It ismandatory that at least one box from 2a through 7a be check-marked.

2a. * Lost Time-One or More Days

Check this box if the employee has lost a day’ s work or more. If this box is check-marked,
then you must answer 2b.

2b. Was Employee Paid for %2 Day or More on Day of Injury?e Yese No

Check either "Yes' or "No". Thisbox isrequired if box 2ais check-marked.
(Do not check thisbox if 2ais not checked)
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3. e Lost Earnings But No Lost Time

Check this box if the employee’ s earnings have been reduced because of the effects of this
injury, but the employee has not lost aday’ s work or more.

4. e« Medical/Health Care

Check thisbox if the employee’ sinjury has required the services of a healthcare provider.

_

* Fatality Date of Death:
MM DD YYYY

Check this box if the employee has
died as aresult of ajob-related injury or if the employee died at the work site. If thisbox is
checked, the date of the employee' sdeath isrequired.

6. Occupational disease - Call the Board for instructions.
6a. « Occupational Disease

Check this box if the employee’sinjury, illness or death is the result of an occupational
disease. If this box is checked, then 6b and 6¢ should be completed.

6b. Date of Last Exposure: 1

MM DD YYYY

If Box 6ais checked, enter the last date that the employee was exposed to the cause or
condition from which the occupational disease arose.

6c. Date of Diagnosis as Occupationally Related: 1

MM DD YYYY

If Box 6ais checked, enter the date the injury, illness, or death was first diagnosed by a
physician as being occupationally related.

7a. » Correct Prior Report

Check this box if you are correcting a prior report, and:
a. Copy theincorrect First Report
b. Circle or otherwise indicate the incorrect data.
c. Write the correct information in contrasting color.

If this box is checked, you should complete 7b and 7c.

7b. Date of Correction: 1
MM DD YYYY

file:/IIC)/Tonys¥%20Workroom/50%20states/maine/forms/First_Report_Inst.htm (4 of 11)7/8/2005 4:20:52 AM
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If Box 7ais checked, enter the date that this form was corrected.

7c. Date correction Sent to WCB: 1

MM DD YYYY

If Box 7ais checked, enter the date that the corrected copy of this form was sent to the
Workers Compensation Board.

Employer

8. State Employer Unemployment Insurance Account Number (UIAN) (Required box.)
Enter the employer’ s Unemployment Insurance Account Number. The Workers
Compensation Board uses the Unemployment Insurance Account Number (UIAN) to identify
employers. This 10-digit number is assigned by the Maine Department of Labor to all
employers who are liable for contributions for unemployment insurance. If the employer is
not liable for contributions to unemployment insurance, the employer will not have aUIAN
and should, therefore, call the Coverage Division of the Workers Compensation Board to ask
for assignment of an identification number.

9. Federa Employer Identification Number (FEIN) (Required box.)
Enter the employer’s Federal Employer Identification Number. This number is assigned by
the Internal Revenue Service (IRS) and is used to report all monies paid to the IRS. Some
employers use their Social Security number to report monies paid to the IRS. If thisisthe
case, then enter the employer’s Social Security number in this box.

10. Employer Name (M andatory box.)

Enter the employer name as it appears on the employer’ sworkers' compensation insurance
policy.

11. Street/P.O. Box Mailing Address (Required box.)

Enter the address where the employer receives mail. If the employer has multiple addresses,
use the address for the place of business where the injured employee was assigned.

12. City (Required box.)
Enter the city of the employer’s mailing address.
13. State (Required box.)
Enter the state of the employer’s mailing address.
14. Zip (Required box.)
Enter the zip code of the employer’s mailing address.
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15. Telephone Number
Enter the employer’ s telephone number, including area code.
16. Primary Business Performed by Employer Where Injury Occurred

Enter a brief description of the primary type of business performed by the employer where the
injury occurred. For example: construction, well drilling, health care, etc.

17. Employer Location If Different from Mailing Address

Enter the employer’ s business |location if it differs from the employer’ s mailing address. If the
employer has multiple locations, use the address for the place of business where the injured
employee was assigned at the time of the injury.

18. Did Injury or Exposure Occur on Employer’s Premises? ¢ Yes e No (Required box.)
Check either "Yes" or "No".
If No, Then Give Name and Physical Address of the Employer Where the Employee was Injured or Exposed

If the employee was not injured on the employer’ s premises, then enter the name and physical
address of the employer where the employee was injured or exposed, if applicable.

* Insurer « Third Party Administrator (TPA) « Self-Administered Employer

It isrequired that one box be check-marked to describe who represents/represented the
employer’ sinterests at the time of the employe€e’ sinjury.

If the Insurer or TPA box is check-marked, then boxes 19, 22, 23, 24 and 25 are Required.
If the Self-Administered Employer box is check-marked, then boxes 19 through 26 should be left blank.
19. Insurance/ TPA Company Name

Enter the name of the employer’sworkers' compensation insurance company, the employer’s
self-insured name or the name of the third-party administrator, as applicable.

20. Policy Number

Enter the employer’ sworkers' compensation insurance policy number. If the employer is self-
insured or group self-insured, skip this box.

21. Insurer File Number
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Thisbox is provided for use by the insurer. If the insurer file number is known at the time the
First Report isfiled, enter it here. The board will record it for reference.

22. Street/P.O. Box Mailing Address
Enter the insurer, self-insured, or third-party administrator’ s mailing address.
23. City
Enter the city of the insurer, self-insured, or third-party administrator’s mailing address.
24. State
Enter the state of the insurer, self-insured, or third-party administrator’s mailing address.
25. Zip
Enter the zip code of the insurer, self-insured, or third-party administrator’ s mailing address.
26. Telephone number

Enter the telephone number, including area code, of the insurer, self-insured, or third-party
administrator.

Employee
27. Last Name (M andatory box.)
Enter the employee’ s last name.
28. First Name (M andatory box.)
Enter the employee’ sfirst name.
29. Ml
Enter the employee’ s middle initial.
30. Telephone Number Enter employee’ s home tel ephone number, including area code.
31. Socia Security Number (Required box.)
Enter the employee’ s social security number.
32. Gender « Male » Female

Check either "Male" or "Femal€" to identify the employee’ s gender.
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33. Street/P.O. Box Mailing Address (Required box.)
Enter the employee’ s mailing address.
34. City (Required box.)
Enter the city of the employee’ s mailing address.
35. State (Required box.)

Enter the state of the employee’ s mailing address. If the employee livesin Canada, enter the
Province.

36. Zip (Required box.)

Enter the zip code of the employee’ s mailing address.

] (Required box.)
MM DD YYYY

37. Date of Birth:

Enter the employee’ s date of birth.
38. Occupation/Job Title

Enter the employee’ s occupation, e.g., legal secretary, file clerk, computer programmer, truck
driver, etc. Describe what the employee does as clearly as possible. Avoid using jargon.

39. Date of Hire: S —
MM DD YYYY

Enter the date the employee was hired.
40. Weekly Wage at Time of Injury
Enter the weekly wage the employee was receiving at the time of theinjury.
41. Does Employee Work for Another Employer?« Yes e« No (Required box.)
Check either "Yes' or "No".
If Yes, Give Name and Address

Enter the name and address of any other employer(s) with whom the employee was employed at the time of
theinjury.

Claim Information
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42. Date of Injury or llIness: —//___(Mandatory box.)
MM DD YYYY

Enter the date that the employee was injured.

/| | _(Mandatory box.
Date EmployerNotified: _I_I_(Mandatory box.)

MM DD YYYY

Enter the date the employer knew about the occupational injury or disease. NOTE: It isnot
necessary for the employeeto tell the employer about theinjury for the employer to
have notice of theinjury. For example, if the employer or a supervisor saw the injury occur
or its occurrence was brought to the employer’ s attention, the employer is considered to have
notice or knowledge of the injury at that time.

43. Date of ] (Mandatory if boxes 2a and 2b are checked)
Incapacity: MM DD YYYY

If the employee |lost less than one day’ s work, skip this box. Otherwise, enter the date of the
day when the employee had first lost aday or more from work due to the injury.

/1 (Mandatory if boxes 2a and 2b

Daie are checked)

Employer

Notified:
MM DD YYYY

Enter the date that the employer was notified of the injury-relatedness of the incapacity date
reported in this box.
44. Time Employee Began Work (Required box.)

Enter the time of day that the injured employee' s workday began on the day of the injury.
Enter the time in the form of hours and minutes, and indicate either "am.” or "p.m.". For
example, if the workday began at eleven o’ clock at night, enter "11:00 p.m.". If the workday
began at noon or midnight, enter the word "noon" or "midnight".

45. Date Employer Notified Insurer/TPA: S

MM DD YYYY

(Thisbox isrequired if theInsurer or TPA box ischeck-marked. It isnot required if the
Self-administered employer box is check-marked.)

Enter the date that the employer notified the insurer or third-party administrator of theinjury.
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46. Time of Injury (Required box.)
Enter the time of day that the injury occurred in the form of hours and minutes, and indicate
either "am.” or "p.m.". For example, if the injury occurred at 1:30 in the morning, enter "1:30
am.". If theinjury occurred at noon or midnight, enter the word "noon" or "midnight".
47. Has Employee Returned to Work?« Yes s No (Required if Box 2ais check-marked.)

Check either "Yes' or "No".

] (Required if " Yes" ischeck-
marked.)
MM DD YYYY

If Yes, Give Date:

Enter the date the employee returned to work, if applicable.
48. Specific Injury or Illness (Required box.)

Enter a brief description of the injury or iliness. For example: second degree burn, toxic
hepatitis, fracture, sprain, etc.

49. Body Part(s) Affected (Required box.)

Enter alist of the body parts affected by the injury or illness. When specifying a part of the
body, be sure to indicate whether it is"left" or "right". When the injury involves fingers or
toes, use the numbers one through five to describe the body part. (One is the thumb or big toe;
fiveisthelittle finger or little toe.) Be as descriptive as possible about the severity of the
injury.

50. All Equipment, Materials, or Chemicals Employee was Using When the Event Occurred

Enter alist of al equipment, materials, or chemicals the employee was using at the time of the
injury. For example: acetylene torch, metal plate, scissors, stove, computer, bleach, etc.

51. Specify Activity the Employee was Engaged in When the Event Occurred

Enter a brief description of what the employee was doing at the time of the injury. For
example: welding, mowing grass, cooking, typing, moving furniture, etc.

Was Activity Part of Normal Job Duties?« Yese+ No
Check either "Yes" or "No".
52. How Injury or IlIness Occurred. Describe the Sequence of Events... (Required box.)

Enter what happened and how it happened. Name any objects or substances involved, and tell
how they were involved. Give full details about all factors that led or contributed to the injury.
Thisinformation will assist the insurer in properly handling the claim. This information aso
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will be used to code safety information at the Maine Department of Labor to help prevent
similar injuriesin the future.

53. Hospitalized Overnight as Inpatient?« Yese« No

If the employee was hospitalized overnight as aresult of theinjury, check "Yes'. Otherwise,
check "No".

54. Was the Employee Treated in an Emergency Room? e« Yese« No

If the employee was treated in an emergency room as aresult of the injury, check "Yes".
Otherwise, check "No".

55. Health Care Provider Name

Enter the name of the healthcare provider, if any, who provided initial medical treatment.
56. Mailing Address

Enter the address of the healthcare provider reported in Box 54, if applicable.
57. Telephone Number

Enter the telephone number, including area code, of the healthcare provider reported in Box
54, if applicable.

Preparer Information
58. Preparer Name and Title (Required box.)
Enter the preparer’ s name and title.
59. Telephone Number

Enter the telephone number, including area code, of the preparer reported in Box 57.

60. Date Sent to WCB: S —
MM DD YY

Enter the date (month, day, year) that this form was sent (mail, fax, EDI, etc.) to the Workers
Compensation Board.

Return to WCB Forms
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EMPLOYERS' SUPPLEMENTAL REPORT

STATE OF MAINE

WORKERS' COMPENSATION BOARD
STATION 27, AUGUSTA, MAINE 04333-0027

1. INSURER FILE NUMBER:

6. SOCIAL SECURITY NUMBER

7. WCB FILE NUMBER:

2. EMPLOYER NAME: 8. EMPLOYEE LAST NAME: 9. FIRST NAME: 10. M.I.:
3. EMPLOYER MAILING ADDRESS AND PHONE NUMBER: |11. ADDRESS-NUMBER AND STREET:
4. INSURER NAME: 12. CITY: 13. STATE: |14. ZIP: 15. HOME PHONE:

5. INSURER MAILING ADDRESS:

16. DATE OF INJURY:

17. DESCRIPTION OF INJURY:

NOTICE TO EMPLOY

ER

THIS REPORT IS USED ONLY WHEN THE EMPLOYEE LOSES A DAY OR MORE FROM WORK THAT DOES NOT RESULT IN THE FILING OF A
MEMORANDUM OF PAYMENT, A NOTICE OF CONTROVERSY OR IF BOXES 39 AND 40 OF THE FIRST REPORT, WCB-1, ARE COMPLETED OR
CORRECTED AS APPLICABLE. THE EMPLOYER SHALL FILE THIS REPORT TO THE BOARD ADDRESS LISTED ABOVE WITHIN SEVEN DAYS OF
THE EMPLOYEE'S RETURN TO WORK (SEE RULE 8.16)

18. ON WHAT DATE DID THIS EMPLOYEE BEGIN LOSING TIME FROM WORK? MONTH DAY YEAR  HOUR AM ]
A : PM ]

19. ON WHAT DATE DID THE EMPLOYEE RETURN TO WORK? MONTH DAY YEAR  HOUR av ]
A : PM ]

20. 1S THE INJURED EMPLOYEE EARNING THE SAME WEEKLY WAGES AS BEFORE THE INJURY? vEs []
no [

21. DID THIS EMPLOYEE RETURN TO WORK WITH A DIFFERENT EMPLOYER? IF YES, GIVE NAME(S) YEs [ ]
no [

22. COMMENTS:

ASSISTANCE IS AVALABLE AT THE BOARD'S REGIONAL OFFICES:

AUGUSTA BANGOR CARIBOU
24 STONE ST 106 HOGAN RD. ONE VAUGHN PLACE
AUGUSTA, ME 04330-5220 BANGOR, ME 04401-5640 43 HATCH DR, STE 305
287-2168 941-4550 CARIBOU, ME 04736
1-800-400-6854 1-800-400-6856 498-6428
1-800-400-6855
LEWISTON PORTLAND
36 MOLLISON WAY 62 ELM ST
LEWISTON, ME 04240-5811 PORTLAND, ME 04101-6858
753-7700 822-0840
1-800-400-6857 1-800-400-6858
21. PREPARER NAME AND TITLE (TYPE OR PRINT): 22. TELEPHONE 23. DATE:
NUMBER:

THIS DOCUMENT MAY BE PRODUCED IN ALTERNATIVE FORMATS SUCH AS BRAILLE, LARGE PRINT AND AUDIOTAPE.

WCB 12 (8/94)







