






         
WC CLAIM KIT – North Carolina
Who will handle your claims?
The Orlando Claim Office will handle your North Carolina claims, located at:

1064 Greenwood Blvd., Ste 300

P O Box 958426

Lake Mary, FL 32746


Lake Mary, FL 32795-8426

Phone: 407-710-4900
Phone: 800-423-3060

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: 


1-877-622-6434 (for North Carolina)  

To report claims via telephone: 1-800-690-5520 (7 day/24 hour toll free reporting line for all states)  

· In the event of a serious or fatal injury, notify the local claim office immediately by telephone. 

What are the Reporting Requirements? What forms does the employer need to be aware of?

Form 17- Workers Compensation Notice

Prominently display the notice where each employee is likely to see the notice on a regular basis.  The North Carolina posting notices are available on the Crum&Forster website.  Notices should be displayed in English and Spanish.

Form 18 – Notice of Accident to Employer and Claim of Employee, Representative, or Dependent
The injured worker is required to report the injury to the employer, in writing, immediately and in any event within 30 days. The original of Form 18 should be mailed to the N.C. Industrial Commission and the first copy of Form 18 mailed certified, return receipt requested to the employer.
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Form 19 – Employer’s Report of Employee’s Injury or Occupational Disease to the Industrial Commission: If you report the claim via the Internet or Telephone, this form does not need to be completed. If you report the claim via Fax, complete the form, and Fax it to C&F at the Fax number provided above.


[image: image3.wmf]"NC-Employer's 

Report of Injury-Form19.pdf"


Form 22 – Statement of Days Worked and Earnings of Injured Employee
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What is the Waiting Period for Lost Wages in North Carolina?

The waiting period for lost wages in North Carolina is 7 days.  If the injured worker is off for more than 21 days, the first 7 days are paid retroactively.

What are the Choice of Physician Rules in North Carolina?

Choice of physician belongs to the carrier except that the Commission may, at any time upon the request of an employee, order a change of treatment and designate other treatment suggested by the injured employee subject to the approval of the Commission.

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
Click on this link for the North Carolina Industrial Commission:  http://www.comp.state.nc.us/
_1239026354.pdf
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Nature___________ 


Body____________ 


Cause___________ 


SIC_____________ 


Coder 


FORMA 18 


NCIC - STATISTICS SECTION 
4334 MAIL SERVICE CENTER 
RALEIGH, NORTH CAROLINA  27699-4334 
MAIN TELEPHONE :  (919) 807-2500 
OMBUDSMAN:   (800) 688-8349 


 


North Carolina Industrial Commission 
IC File #  


AVISO DE ACCIDENTE Y RECLAMO DEL EMPLEADO, Emp. Code #  


REPRESENTANTE Ó DEPENDIENTE (G.S. 97-22 HASTA 24) Carrier Code #  


(Notice of Accident to Employer and Claim of Employee, Representative, or Employer FEIN  


Dependent [G.S. 97-22 through 24]) 


El uso de esta forma se requiere bajo las provisiones de la Ley de Compensación 
Laboral para empleados. 


The I.C. File # is the unique identifier for this 
injury. It will be provided by return letter and is to 


be referenced in all future correspondence. 


    (        ) 
Nombre del empleado   Nombre del empleador Número de telefóno 


   
Domicilio   Domicilio del patrón  


    
Ciudad Estado              Código Postal  Ciudad Estado              Código Postal 


(        ) (        )   
Teléfono en el hogar  Teléfono en el trabajo  Portador de Aseguranza 
                                                            � M   � F                                /        /  
Número de Seguro Social                      Sexo                       Fecha de Nacimiento  


EMPLEADO – Esta Forma debe ser enviada a la Comisión Industrial dentro los dos años siguiendo la fecha del la lesion ó
enfermedad laboral ó su reclamo sera excluído. Avisele a su empleado tan pronto ocurra un accidente ó tan pronto sea 
posible dentro de 30 días de la fecha del acontecimiento. (Esta Forma debe ser usada tambien para reportar una enfermedad 
de oficio; sin embargo, para asbestosis, silicosis y byssinosis, La Forma 18B debe ser usada.) 


 


Aviso se da por este medio, segun los requisitos de la ley, que el empleado sufrió una lesión ó contrajo una enfermedad de oficio 
descrito como sigue: ___________ el__________________ en ____________________________. Describa la lesión ó enfermedad  
                                     Hora de la lesión          Fecha (Requerido)                            Ciudad y Condado 
incluyendo la parte del cuerpo específicamente envuelta (e.g.mano derecha, mano izquierda) 


Describe cómo ocurrió la lesión ó la enfermedad de oficio: 
 


 


Ocupación el día del accidente:  Naturaleza del negocio del empleador: 
Fecha que empezó la incapacidad:   Fecha que volvio a trabajar ó estimado periódo de incapacidad: 
                                     Fecha                                            Fecha 


Compensación semanal: Número de horas que trabaja cada dia: Dias que trabaja por semana: 
 


EMPLOYER: This notice is being sent to you in compliance with requirements of the North Carolina Workers’ Compensation Act, in order that the medical services 
prescribed by the Act may be obtained; and, if disability extends beyond 7 days duration, or if death ensues, compensation may be paid according to law. 


EMPLEADOR: Este aviso se le envia conforme con los requisitos del Acta de Compensación Laboral de Carolina del Norte; para poder obtener los servicios 
médicos prescritos por el Acta; y, si está incapacitado más de 7 días, o si resulta en la muerte, la indemnización obrera puede ser pagada según la ley. 


  (        ) 
Firma (Check One) � Empleado, � Abogado, � Representante, ó � Dependiente  Número telefónico 


   
Domicilio                                                      Ciudad               Estado                  Código postal                            Fecha Completado 


AVISO – Si el lesionado no puede firmar, entonces otra persona puede firmar por él. Esta forma debe ser llenad a máquina si es 
posible. El trabajador debe quedarse con una copia ya firmada, envie el original a la Comisión Industrial a la dirección que esta 
escrita en el mismo formulario, y envie una copia a su empleador. 
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For IC use ONLY 
 


Nature _________________ 
Body _________________ 
Cause _________________ 
SIC _________________ 
Coder _________________ 
  


SELF-INSURED EMPLOYER OR CARRIER MAIL TO:
NCIC - CLAIMS ADMINISTRATION 
4334 MAIL SERVICE CENTER 
RALEIGH, NORTH CAROLINA 27699-4334 
MAIN TELEPHONE: (919) 807-2500 
OMBUDSMAN:  (800) 688-8349  


North Carolina Industrial Commission IC File # 


EMPLOYER’S REPORT OF EMPLOYEE’S INJURY OR  Emp. Code #       


OCCUPATIONAL DISEASE TO THE INDUSTRIAL COMMISSION Carrier Code #       


Employer FEIN       


Carrier File #       


To the Employer: 
The filing of this report is required by law. It does not satisfy the employee’s obligation to file a claim. 
This form MUST be transmitted to the Industrial Commission through Your Insurance Carrier. 
To the Employee: 
This Form 19 is not your claim for workers’ compensation benefits. To make a claim, you must complete 
and sign the enclosed Form 18 and mail it to Claims Administration, N.C. Industrial Commission, 4334 
Mail Service Center, Raleigh, NC 27699-4334 within two years of the date of your injury or last payment 
of medical compensation. For occupational diseases, the claim must be filed within two years of the date 
of disability and the date your doctor told you that you have a work-related disease, whichever is later. 


The use of this form is required under the provisions of the Workers’ Compensation Act. 


The I.C. File # is the unique 
identifier for this injury. It will be 
provided by return letter and is to 
be referenced in all future 
correspondence. 


 


             (   )    -     
Employee’s Name  Employer’s Name                                                                               Telephone Number 
                            
Address  Employer’s Address City State Zip 


                          
                         City State                      Zip  Insurance Carrier Policy Number 


(   )    -     (   )    -                           
Home Telephone Work Telephone   Carrier’s Address  City State Zip 
   -  -       M    F   /  /    (   )    -     (   )    -     
Social Security Number                        Sex                        Date of Birth  Carrier’s Telephone Number Fax Number 


Employer  1. Give nature of employer’s business        


  2. Location of plant where injury occurred       
Time  County       Department       State if employer’s premises     
And  3. Date of injury   /  /   4. Day of week       Hour of day   :    A.M.  P.M. 
Place  5. Was employee paid for entire day     6. Date disability began   /  /     A.M.  P.M. 
  7. Date you or the supervisor first knew of injury   /  /   8. Name of supervisor       
  9. Occupation when injured       
Person 10. (a) Time employed by you       (b) Wages per hour $        
Injured 11. (a) No. hours worked per day    (b) Wages per day $      .   (c) No. of days worked per week   
  (d) Avg. weekly wages w/ overtime $     .   (e) If board, lodging, fuel or other advantages were 
       furnished in addition to wages, estimated value per day, week or month.   $     .   per       
 
Cause  
And Nature 
Of Injury 


12. Describe fully how injury occurred and what employee was doing when injured       


                              (Statement made without prejudice and without vouching for correctness of information) 
 13. List all injuries and specify body part involved (e.g. right hand or left hand)        


 14. Date & hour returned to work   /  /   at   :    .M. 15. If so, at what wages $      per         
 16. At what occupation       17. Employee’s salary continued in full?    
 18. Was employee treated by a physician       
Fatal Cases 19. Has injured employee died     20. If so, give date of death (Submit Form 29)   /  /   


 


  Employer name         Date Completed   /  /   
  
  Signed by       Official Title       
OSHA 301 Information: 


Case Number from Log: 
      


Date Hired: 
  /  /   


Time Employee began work on date of incident: 
  :        A.M.      P.M. 


If off-site medical treatment provided, 
answer entire next line. 


Name of facility: 
      


Address: Street/City/Zip/Telephone 
      


ER visit? 
 Yes   No 


Overnight stay? 
 Yes   No 


Attention: This form contains information relating to employee health and must be used in a manner that protects the confidentiality of employees to 
the extent possible while the information is being used for occupational safety and health purposes. 
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SELF-INSURED EMPLOYER OR CARRIER MAIL TO: 
NCIC - CLAIMS ADMINISTRATION 
4334 MAIL SERVICE CENTER 
RALEIGH, NORTH CAROLINA 27699-4334 
MAIN TELEPHONE: (919) 807-2500 
OMBUDSMAN:  (800) 688-8349  


 


Employer must furnish a copy of this form, as completed, to the employee or the employee’s representative when submitted 
to the Insurance Carrier or Claims Administrator for transmission to the Commission.  Every question must be answered. This 
report must be transmitted to the Commission through your insurance carrier/claims administrator, and is required by law to 
be filed within 5 days after knowledge of accident.   
 


 
IMPORTANT INFORMATION FOR EMPLOYEE 


 
Reporting an Injury 


 
If you do not agree with the description or time of the accident given on this form, you should make a written report of injury 


to the employer within thirty (30) days of the injury. 
 


Making A Claim 
 


To be sure you have filed a claim, complete a Form 18, Notice of Accident, within two years of the date of the injury and 
send a copy to the Industrial Commission and to your employer.  The employer is required by law to file this Form 19, but the 
filing of the Form 19 does not satisfy the employee’s obligation to file a claim.  The employee must file a Form 18 even though 
the employer may be paying compensation without an agreement, or the Commission may have opened a file on this claim.  A 
claim may also be made by a letter describing the date and nature of the injury or occupational disease.  This letter must be 
signed and sent to the Industrial Commission and to your employer. 
 
FOR ASSISTANCE OR TO OBTAIN A FORM 18 FROM THE INDUSTRIAL COMMISSION, YOU MAY CALL (800) 688-8349 


 
 


USE YOUR I.C. FILE NUMBER (IF KNOWN) OR SOCIAL SECURITY NUMBER ON 
 ALL FUTURE CORRESPONDENCE WITH THE COMMISSION 


 
 


[SPANISH TRANSLATION] 
 


INFORMACIÓN IMPORTANTE PARA LOS EMPLEADOS 
 


Reporte de una Lesión (Reporting an Injury) 
 


Si usted no está de acuerdo con la descripción o la hora del accidente que aparece en el formulario, debe hacer un reporte 
de la lesión por escrito y dárselo a su empleador dentro de un período de treinta (30) días a partir de la fecha de la lesión. 


 
Cómo Presentar una Reclamación (Making a Claim) 


 
Para ceriorarse de que ha presentado una reclamación, complete el Formulario 18 Notificación de Accidente dentro de un 


período de dos años a partir de la fecha de la lesión y envíe una copia a la Comisión Industrial y una copia a su empleador.  Por 
ley, el empleador debe presentar el Formulario 19, sin embargo, el presentar el Formulario 19 no cumple con la obligación que 
tiene el empleado de presentar una reclamación.  El empleado debe presentar el Formulario 18 aunque el empleador esté 
pagando compensación sin tener un acuerdo o si la Comisión ha creado un expediente con respecto a esta reclamación.  
También se puede presentar una reclamación por medio de una carta explicando la fecha y la naturaleza de la lesión o la 
enfermedad ocupacional.  Esta carta se debe firmar y enviar a la Comisión Industrial así como al empleador. 


 
PARA RECIBIR ASISTENCIA O PARA OBTENER EL FORMULARIO 18 DE LA COMISIÓN INDUSTRIAL, USTED 


PUEDE HABLAR AL (800) 688-8349 
 


EN TODA LA CORRESPONDENCIA QUE ENVÍE A LA COMISIÓN INDUSTRIAL POR FAVOR ESCRIBA  
EL NÚMERO DE CASO DESIGNADO POR LA COMISIÓN [I.C. FILE NUMBER]  (SI LO SABE)  


O SU NÚMERO DE SEGURO SOCIAL. 
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SELF-INSURED EMPLOYER OR CARRIER MAIL TO: 
 


 NCIC - CLAIMS SECTION 
 4335 MAIL SERVICE CENTER 
 RALEIGH, NC 27699-4335 
 TELEPHONE: (919) 807-2502 
 OMBUDSMAN: (800) 688-8349 


 


North Carolina Industrial Commission 
 IC File #       


STATEMENT OF DAYS WORKED AND EARNINGS OF  Emp. Code #       


 INJURED EMPLOYEE Carrier Code #       


Carrier File #        
 
The Use Of This Form Is Required Under The Provisions of The Workers' Compensation Act Employer FEIN       


 
 
              (   )   -     
Employee’s Name   Employer's Name                                                                            Telephone Number 


            ,   ,      
Address   Employer’s Address                                                             City                State           Zip


     ,   ,                        
                         City State                   Zip  Insurance Carrier    


(   )   -     (   )   -           ,   ,      
Home Telephone Work Telephone  Carrier's Address                                                                 City     State      Zip


   /  /       M     F   /  /      (   )   -     (   )   -     
Social Security Number                      Sex                          Date of Birth  Carrier's Telephone Number                                                        Fax Number 


Date of Injury:   /  /       


 
 


 
Year: 
200  


1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Amount 
Earned 


Jan.                                                        
Feb.                                                        
Mar.                                                        
Apr.                                                        
May                                                        
June                                                        
July                                                        
Aug.                                                        
Sept.                                                        
Oct.                                                        
Nov.                                                        
Dec.                                                        


Total  
 
 
Was this employee given free rent, lodging, or board or other allowances made in lieu of wages?         
 
If so, state weekly value thereof:   $      .   . 
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SELF-INSURED EMPLOYER OR CARRIER MAIL TO: 
 


 NCIC - CLAIMS SECTION 
 4335 MAIL SERVICE CENTER 
 RALEIGH, NC 27699-4335 
 TELEPHONE: (919) 807-2502 
 OMBUDSMAN: (800) 688-8349  


 


The undersigned employer of       
,


 (Name of Employee) 
who alleges an injury on the     of      , 200  


 (Day)  (Month) (Year) 
while in the employment of the undersigned, does hereby certify that the above is a true and correct 
statement of days worked and earnings of this employee during the 52 weeks immediately preceding 
the injury (or during the above weeks and parts thereof, if employed for less than 52 weeks) and while 
engaged in the occupation in which the employee was allegedly injured. 


       
 Employer 


By 
Authorized Signature 


  /  /200  
 Date Signed 


 
 


To Employer:  Making a false statement for the purpose of denying workers’ 
compensation benefits may result in civil or criminal penalties. 


 
 


INSTRUCTIONS 
 
This form must be completed and filed with the Commission in all 


cases resulting in death unless maximum compensation rate is 
stipulated. It must also be filed in any other case if there is a 
disagreement about earnings or if the Commission requests it. 


 
In preparing this form, place an X in the proper squares to indicate 


days paid in full. Days the employee is on paid vacation leave and/or paid 
sick leave should be marked with an X. Leave blank squares to indicate 
days not paid in full for any reason. Total earnings for each pay period 
should be placed in the proper column. If the employee's job or pay rate 
was changed during the reported period, this should be noted, with an 
indication as to the nature of the change. 


 
The employer code number and the carrier code number, if any, must 


be inserted in the proper place at the upper right-hand corner of the form. 
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