
WC CLAIM KIT - Maryland

Who will handle your claims?

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

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?
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Employer’s First Report of Injury & Wage Statement
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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How does an employee file a claim?
An employee has the responsibility of filing an Employee’s Claim with the Workers’ Compensation Commission. These forms are available free of cost from the Commission and the employer shall have them available for their employees at all times.  The Employee Claim Form is also available on-line.
What is the Waiting Period for Lost Wages in Maryland?

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 Maryland?
Provider Selection
The employee can choose a treating provider.

Managed Care Options
Employers/insurers may provide managed care services that do not interfere with the employee's choice of physician.

Provider Lists
Provider lists and directories may be utilized. There is no state-mandated posting. Use the instructions below to create and post a preferred provider list.

· 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
Maryland Workers' Compensation Commission:  http://www.wcc.state.md.us
Multi-State Information: http://www.workerscompensation.com/
_1239003458.pdf
MARYLAND WORKERS' COMPENSATION COMMISSION CLAIM PROCESS

Diagram of the flow of an Employee Claim through the WCC

The filing of a claim is the first step in a process that generally results in the acceptance or denial by the carrier or self-insured
employer that the workers injury, iliness or fatality is work related.

If the claim is accepted, medical care is paid by the carrier or the self-insurer employer.

The worker also receives compensation benefits to partially replace the wages that would have otherwise been lost because of the

injury.

The carrier or self-insured employer may deny the claim on the grounds the injury is not work related. Claims involving a dispute
may end up in a hearing before the commission.
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WHAT IS WORKERS’
COMPENSATION?

Workers’ compensation is an insurance
program established by State law that all
employers having one or more employ-
ees, full or part-time, are required to have
for the benefit of their employees.

WHAT BENEFITS ARE PROVIDED BY
THIS INSURANCE?

To be covered under workers” compensation,
an employee must have received an
accidental personal injury while working (on the
job). Theinjury must have arisen out of and in
the course of employment, in the words of the
low. Not all workplace injuries are compens-
able. If yourinjury is determined to be covered
then the employer or the employer’s insurance
carrier will provide medical and hospital
tfreatment and partial income replacement
benefits until you can return to work or until you
reach maximum medical improvement.

WHO PAYS FOR THIS?

The cost of workers” compensation insurance
itself is borne entirely by the employer. No
payroll deductions are taken out of individual
employees’ paychecks. If your claim is found
to be compensable your weekly benefits and
all medical bills will be paid directly by
employers or their insurers. DO NOT send bills
to the Workers” Compensation Commission.

WHAT INFORMATION IS THE EMPLOYER
REQUIRED TO PROVIDE WITH RESPECT TO

WORKERS” COMPENSATION?

State law requires every employer fo post an
official notice in a prominent site at the

workplace. It's usually put up on an employee
bulletin board, by a time clock, in an employee
lunchroom or some similar location where
workers will see it. The poster identifies the
employer as having obtained workers’
compensation insurance and it outlines the
responsibilities of both employers and
employees. It also provides the employers full
legal name, address, the Employer’s Federal
Identification Number and the name of the
insurance company providing this insurance.
This information is needed when filling out a
claim form.

WHEN SHOULD | REPORT THE ACCIDENT?
You should report any accident to your
employer immediately. A delay in reporting
may affect your claim.

WHEN AND HOW DO | FILE A CLAIM?

If you believe you have suffered a compens-
able injury, you may file a claim with the
Workers” Compensation Commission by filing
out an Employee Claim Form C-1 and then
mailing it fo the Commission. If your employer
does not have one of these claim forms the
Commission will send you one and all of the
necessary information you may need. Forms
are provided without charge.

WHAT DO | DO ABOUT A DOCTOR?

Your employer or your employer’s insurer will
pay for your doctor’s visits and treatment if the
injury is covered under Workers” Compensation.

WHAT MEDICAL TREATMENT WILL

WORKER’S COMPENSATION PAY FOR?

All doctor bills, hospital bills, physical therapy,
prescriptions and necessary expenses related
to the accidental injury are covered by this
insurance up to the limits established by the
Official Maryland Workers’ Compensation
Medical Fee Guide.

WHEN AM | ENTITLED TO BENEFITS?

You are entitled fo income replacement
benefits if you miss more than three (3) days
from work. If you miss more than 14 days you
will also be paid for the first three days,
provided your employer did not pay you for any
of these days. When your claim is received by
the Commission (in the mail) a claim
number and a “consideration date” is assigned
to it. The consideration date means that we
allow your employer or his insurer until that date
to raise any objections they may have to your
claim.

WHAT IF THERE ARE OBJECTIONS?

The employer or insurance carrier will
probably contact you directly and tell you
whatthe objections are. They must also inform
the Commission, stating their objections or
issues in writing. If your claim is contested by
the employer/insurer, it will be scheduled for a
hearing before a Commissioner. You will be
notified by mail.

HOW MUCH ARE THE INCOME

REPLACEMENT BENFITS?

These benefits are called “Temporary Total
Disability Payments” and you should receive two
thirds of your average weekly wage, but not
more than the State’s average weekly wage for
the year in which the accident occurred.

HOW LONG WILL | RECEIVE

THESE BENEFITS?

You will receive temporary total disability
payments so long as you are unable to work
because of the accidental injury or until you
reachmaximum medical improvement.

Continued





WHAT IF MY INJURY PREVENTS ME
FROM RETURNING TO MY JOB?

If you are not capable of retuning to your job
orsome other comparable job for which you are
qualified, you may be eligible for
vocational rehabilitation and training. Call the
Workers” Compensation Commission for more
information.

WHAT KIND OF BENEFITS WILL |
RECEIVE IF  HAVE A PERMANENT
DISABILITY?

You will receive weekly benefits for a specified
period of time based on the type and extent of
your permanent disability. Benefits for
workers who have been totally and permanently
disabled may continue indefinitely.  Medical
evaluations are usually required to establish the
nature and extent of any

permanent disability.

WHAT HAPPENS AFTER | FILE A
CLAIM?

If you do not receive any benefits from your
employer or their insurer, or are not receiving
the benefits to which you believe you are
entitled, you may request a hearing before the
Workers’Compensation Commission. Your case
will be decided by a Commissioner who, like a
judge, listens to both sides of the case and
determines what benefits, if any, you should
receive. The Commissioner’s decision will be
based on the law and facts involved in your
particular case. Any party disagreeing with a
decision of the Commission may file an appeal
with the Circuit Court,

DO | HAVE TO HAVE A LAWYER?

You may have an attorney of your choice to
represent you, or you may represent yourself,
The Commission itself does not represent you nor
can any Commissioner be your attorney.

WHO PAYS THE ATTORNEY?

Do not pay money to anyone to assist you with
your claim. If you hire a lawyer the
Commission will fix the attorney’s fees. If an
award is made to you, the fee will be deducted
from your awards and paid separately by the
employer or insurance company to
the attorney.

WHAT IF | WANT TO HIRE A LAWYER
BUT DON'T KNOW ONE?

If you are a resident of Maryland, you may call
the Lawyer Referral and Information
Service at (410) 539-3112 in Baltimore. You may
also check your local telephone directory
(Yellow Pages) for the number of a local
lawyer referral service.

This brochure is intended only as a
general guide on Maryland Workers’
Compensation Law.

All necessary forms are supplied by the
Workers’ Compensation Commission at no
charge by:

State of Maryland

Workers’ Compensation Commission
10 East BaltimoreStreet

Baltimore, Maryland 21202-1641

(410) 864-5100
(800) 492-0479 Toll Free Outside Metro Baltimore
(800) 735-2258 Maryland Relay/Hearing Impaired

Email: info@wcc.state.md.us
Webpaoge: http://www.wcc.state.md.us
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WORKERS COMPENSATION - FIRST REPORT OF INJURY OR ILLNESS


		

		EMPLOYER (NAME & ADDRESS INCL ZIP)




		CARRIER / ADMINISTRATOR CLAIM NUMBER




		REPORT PURPOSE CODE









		

		

		JURISDICTION




		JURISDICTION CLAIM NUMBER






		

		




		INSURED REPORT NUMBER






		

		

		EMPLOYER’S LOCATION ADDRESS  (IF DIFFERENT)




		LOCATION #






		

		SIC CODE




		EMPLOYER FEIN




		

		PHONE #






		



		

		CARRIER (NAME, ADDRESS & PHONE NO)








		POLICY PERIOD




		CLAIMS ADMINISTRATOR (NAME, ADDRESS & PHONE NO)










		

		

		

		CHECK IF APPROPRIATE

		



		

		

		

		

		SELF INSURANCE

		



		

		

		CARRIER FEIN




		POLICY / SELF-INSURED NUMBER




		ADMINISTRATOR FEIN






		

		

		AGENT NAME & CODE NUMBER






		

		NAME (LAST, FIRST, MIDDLE)




		DATE OF BIRTH




		 SOCIAL SECURITY NUMBER




		DATE HIRED
STATE OF HIRE






		

		ADDRESS (INCL ZIP)

		SEX

		MARITAL STATUS

		OCCUPATION / JOB TITLE



		

		

		M

		MALE

		U

		UNMARRIED


SINGLE/DIVORCED

		



		

		

		F

		FEMALE

		M

		MARRIED

		EMPLOYMENT STATUS



		

		

		U

		UNKNOWN

		S

		SEPARATED

		



		

		TELEPHONE (INCLUDE AREA CODE)

		# OF DEPENDENTS

		K

		UNKNOWN

		NCCI CLASS CODE



		

		

		

		

		



		

		RATE

		

		DAY

		

		MONTH 

		# DAYS WORKED/WEEK

		FULL PAY FOR DAY OF INJURY?

		

		YES

		

		NO



		

		

		

		WEEK

		

		OTHER: 

		

		DID SALARY CONTINUE?

		

		YES

		

		NO



		

		

		

		AM

		DATE OF INJURY / ILLNESS

		TIME OF OCCURRENCE

		

		AM

		LAST WORK DATE

		 DATE EMPLOYER NOTIFIED

		DATE DISABILITY BEGAN



		

		

		

		PM

		

		

		

		PM

		

		

		



		

		CONTACT NAME / PHONE NUMBER






		TYPE OF INJURY / ILLNESS






		PART OF BODY AFFECTED








		

		DID INJURY/ILLNESS EXPOSURE OCCUR ON EMPLOYER’S PREMISES?

		TYPE OF INJURY / ILLNESS CODE

		PART OF BODY AFFECTED CODE



		

		

		

		YES

		

		NO

		

		



		

		DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED






		ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN
ACCIDENT OR ILLNESS EXPOSURE OCCURRED






		

		SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR
ILLNESS EXPOSURE OCCURRED




		WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS
EXPOSURE OCCURRED






		

		HOW INJURY OR ILLNESS / ABNORMAL HEALTH CONDITION OCCURRED.  DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT
DIRECTLY INJURED THE EMPLOYEE OR MADE THE EMPLOYEE ILL.



		

		

		CAUSE OF INJURY CODE



		

		DATE RETURNED TO WORK

		IF FATAL, GIVE DATE OF DEATH

		WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED?

		

		  YES

		

		NO



		

		

		

		WERE THEY USED?

		

		  YES

		

		NO



		

		PHYSICIAN / HEALTH CARE PROVIDER (NAME & ADDRESS)

		HOSPITAL (NAME & ADDRESS)

		INITIAL TREATMENT



		

		

		

		0

		NO MEDICAL TREATMENT



		

		

		

		1

		MINOR:  BY EMPLOYER



		

		

		

		2

		MINOR CLINIC/HOSPITAL



		

		

		

		3

		EMERGENCY CARE



		

		

		

		4

		HOSPITALIZED > 24 HRS



		

		WITNESSES (NAME & PHONE #)

		5

		FUTURE MAJOR MEDICAL/


LOST TIME ANTICIPATED



		

		



		

		DATE ADMINISTRATOR NOTIFIED




		DATE PREPARED




		PREPARER’S NAME & TITLE




		PHONE NUMBER








FORM IA-1 (5/93)
SEE BACK FOR IMPORTANT INFORMATION/OSHA REQUIREMENTS
IAIABC 1993



WCER3N 1

NOTICE


This form is NOT a claim for compensation. Failure to file a claim within 2 years of the date of accidental injury may bar an employee’s claim for compensation. Employees may obtain claim forms from the Workers’ Compensation Commission.


EMPLOYER:


COMPLETE BOTH SIDES OF THIS FORM AND SEND IT IMMEDIATELY TO —


WORKERS’ COMPENSATION COMMISSION
6 NORTH LIBERTY STREET, BALTIMORE, MARYLAND 21201-3785


A copy of this form must be mailed to the DIVISION OF LABOR AND INDUSTRY, 501 ST. PAUL PLACE, BALTIMORE, MARYLAND 21202 and an additional copy should be sent by the employer to his or her workers’ compensation insurance carrier. The weekly earnings schedule below of the employee whose injury is being reported on the front side of this form should be completed at the time the report is submitted if at all possible, but in any event the wage information must be supplied no later than ten (10) days following the employer’s receipt of a Notice of Claim from the Commission. An employer’s failure to submit the wage information as required will result in the Commission’s use of information supplied by the Claimant to the possible detriment of the employer.


REPORT OF WAGE INFORMATION






Injured Employee Name
Social Security Number


		
Week Ending
GROSS
Amount Paid Including



Week No.
Month
Day
Year
Days Worked
all Overtime



		1

		


		




		2

		


		




		3

		


		




		4

		


		




		5

		


		




		6

		


		




		7

		


		




		8

		


		




		9

		


		




		10

		


		




		11

		


		




		12

		


		




		13

		


		







Was this employee given free rent, lodging, board, tips or other allowances in addition to the above earnings? If yes, state weekly value


thereof. $ 


Signed 

(MD Supp Rev 11/90)
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TIME EMPLOYEE�BEGAN WORK
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